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To correlate the experience in our clinic with that of 
others, a survey was made of the recent literature on 
the treatment of rheumatoid arthritis. Study of over 
two hundred articles revealed the well known multi- 
plicity of therapeutic measures said to produce satis- 
factory results in a high percentage of patients." Striking 
discrepancies were noted in various reports on the out- 
come of identical methods of treatment, such as 
chrysotherapy.? 

This uncertainty in our therapeutic information has 
been summarized by Gold.* As late as 1941 he stated: 

I know of few subjects in therapeutics which seem to be 
in a more unsettled and unsatisfactory state than the treatment 
of arthritis. It does not seem possible to chart the progress 
in this field by other than a horizontal line, with repeated 
spikes representing new therapeutic ventures. The rise of the 
spike represents the “passive faith’’ which is so common a 
reaction to new agents or procedures, and the fall of the peak 
represents “aggressive skepticism.” In few therapeutic fields 
do we find such sharp contrasts of views concerning matters 
which should be matters of fact. 


The chief attention in this survey was directed to 
the results of gold treatment.? The literature of chryso- 
therapy proved to be a fairly typical example of the 
rather bewildering state of investigative methods and 
data in this field. By this time over 6,000 cases of 
rheumatoid arthritis treated with gold salts have 
accumulated in the reports. Such extensive experience 
would be expected to provide a valuable pool of infor- 
mation for any observer to compare with his own 
results. 

In going over this material, however, it soon becomes 
obvious that certain common denominators, to be con- 
sidered later, essential for any dependable comparison 
or correlation of therapeutic experience, are lacking in 
the bulk of the work published. The discussion of the 
literature of rheumatoid arthritis which follows, and 
the deductions, constitute an analysis of present day 
therapeutic methods in this disease. There also will be 
recommended standards of procedure likely to correct 
some of the current deficiencies. These criteria should 
yield more accurate, uniform and reliable evaluation of 
therapy. Some of the suggestions originate here; some 
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have been adopted already by too few writers. A pres- 
entation of all of them at this time may stimulate a 
widespread acceptance of these standards. 


SOME CONSIDERATIONS IN THE EVALUATION OF 
TREATMENT IN CHRONIC RHEUMATOID 
ARTHRITIS 


In any therapeutic study of. chronic rheumatoid 
arthritis it must be borne in mind that it is a systemic 
disease of undetermined origin with variable involve- 
ment and symptomatology. As long as the cause is 
unknown, treatment must remain empirical. This con- 
dition does not present a fixed clinical picture, nor 
does it pursue a uniform course in its localization and 
in its severity even in the majority of cases. The 
clinical pattern may assume one of several characteristic 
forms, or combinations of them—the torpid, fluctuant 
or fulminating. 

lt is not rare to find some one suffering from moder- 
ately advanced rheumatoid arthritis of five or even ten 
years’ duration which has persisted with little obvious 
change or disability, occasionally without even forcing 
the patient to seek medical attention, so mild are the 
symptoms and so slight the impairment of function at 
the joints. The torpid clinical signs and_ pathologic 
changes progress so subtly as to be distinguishable only 
by comparison of findings after long intervals. 

It also is not unusual to see a patient with rheumatoid 
arthritis who within a year or less has developed all the 
stigmas of advanced disease. Most commonly, in the 
rheumatoid patient, we are dealing with a chronic disease 
which runs a fairly fluctuant life cycle punctuated by 
intermittent spontaneous recessions, remissions and 
exacerbations, mild or severe, complete or incomplete. 
The sedimentation rate too is subject to variations at 
tines approximating the normal, even while the disease 
is active. 

Then there are the combinations of those types. A 
patient may suffer from a low grade, torpid process 
which suddenly becomes restive, presents florid signs of 
exacerbation and goes on to a fulminating, devastating 
course. Often a fluctuating, moderate or severe rheu- 
matoid arthritis seems to have reached a_ stationary 
state of activity and persists indefinitely and relentlessly, 
holding the patient in a sort of limbo, or it may gradu- 
ally or suddenly improve or halt with only. slight 
remaining signs of inflammation and disability. Any 
of these types of activity may slowly recede and finally 
resolve with no evidence of residual inflammation or 
only the changes due to an irreversible pathologic 
process. The results of any treatment will be influ- 
enced by the incidence of each of these clinical types 
with their varying refractoriness. 

The spontaneous onset of improvement or remission 
intervenes more frequently and sooner, the earlier the 
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disease. The exact incidence of natural recovery in the 
life cycle of rheumatoid arthritis during its various 
stages, unfortunately, is not known. That it does occur 
with different frequency in all stages and in proportion 
to its severity is generally conceded, so that a time 
factor must be recognized in judging the effect of any 
form of therapy. 

An important peculiarity of every type of rheuma- 
toid arthritis, at least under present methods of manage- 
ment, is the spontaneous recurrence of symptoms in 
many patients who seem to have recovered according 
to all ascertainable evidence. One of our youngest, 
most rugged and responsive patients suffered a flare-up 
after two and one half years of clinical inactivity of the 
disease. 

Obviously a proper evaluation of treatment must take 
into account these innate characteristics of the disease. 
The usefulness of therapy must be determined in such 
a way that our conclusions are not based on factors 
which may be natural episodes in the evolution of the 
rheumatoid process, particularly the spontaneous reces- 
sions and remissions. 

Although our subject is chronic rheumatoid arthritis, 
it is relevant to mention that in our wards in a group 
of 366 patients diagnosed as having acute rheumatord 
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polyarthritis, on general medical treatment approxi- 
mately 90 per cent were discharged as recovered within 
three months of admission. In subacute rheumatoid 
disease the percentage drops but is still high. It 1s 
generally accepted that spontaneous recovery is apt to 
happen much more frequently in early chronic rheuma- 
toid arthritis than in advanced cases. With general 
medical measures Pemberton * observed complete recov- 
ery in 78 per cent of his army patients with (early) 
rheumatoid disease in World War I. Those who are 
inclined to institute chrysotherapy or any specific medi- 
cation for patients whose disease is of three months’ 
duration or less, or for patients with early rheumatoid 
arthritis, must weigh the results in the light of these 
ts. 

As a sample of the status of recent therapeutic con- 
tributions to our subject, there is included a tabulation 
of the latest development, the American and British 
literature on chrysotherapy.° Some of the sources of 
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discrepancy, in my opinion, their occurrence in these 
publications, and the recommendations for their correc- 
tion will now be considered. 


INCLUSION OF PATIENTS WITH UNQUESTIONABLE 
RHEUMATOID DISEASE 


In a therapeutic study of an unestablished drug in 
rheumatoid arthritis, only those patients should be 
included whose diagnosis is positive. Some excellent 
treatises on the subject are marred by the failure to 
omit cases with a variety of chronic arthritic dis- 
orders—gonorrheal, tuberculous, chronic infectious and 
ankylosing spondylitis—all forms of “chronic arthritis.” 
The number of such nonrheumatoid patients is also 
not specified, so that their place in the total results 
cannot be determined. 

There are many articular disorders which may resem- 
ble rheumatoid arthritis. Unless precautions are taken 
to exclude them, inaccurate results may be obtained. 
Some of these conditions are the specific infectious 
arthritides, atypical rheumatic fever, traumatic arthritis, 
osteoarthritis with chance elevation of the sedimentation 
rate, and a host of rheumatoid-like arthropathies, 
arthralgias and myalgias. Recent authors appear to 
be more careful in their diagnosis of rheumatoid arthri- 
tis and in the selection of cases for special therapy, such 
as gold salts. 


CLASSIFICATION OF PATIENTS ACCORDING 
TO STAGE OF DISEASE 


For clinical insight and a more reliable prognosis, 
rheumatoid arthritis should be classified according to 
the stage to which it has progressed, just as in tubercu- 
losis or heart disease. An excellent classification along 
these lines has been worked out by Taylor * and seems 
to be worthy of general acceptance. 
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A careful evaluation of any method of therapy cer- 
tainly requires tabulation of patients according to such 
categories of the disease. Accurate reporting should 
include definite information as to the proportion of 
early, moderately advanced and greatly advanced, active 
cases in the group. 

It is generally accepted that early rheumatoid disease 
shows more frequent spontaneous and_ therapeutic 
response. Pathologic and physiologic disturbances in 
later phases of the condition may become so severe as 
to alter reactivity to therapeutic procedures. It is 
possible, therefore, that appreciable differences in the 
incidence of the stages of the disease in various pub- 
lished series account to some extent for the seeming 
discrepancies in the results. Of thirty-four authors, 
sixteen segregated their cases according to severity, 
and not all of these stated the exact proportion of the 
various stages. 


THE USE OF SPECIFIC CRITERIA FOR 
ASSESSING RESULTS 

A survey of the reports on various “satisfactory” 
methods of treating rheumatoid arthritis and the con- 
flicting outcome of identical measures employed by 
different workers must reveal to any discerning reader 
that the lack of uniform, objective and precise criteria 
of response is the greatest source of discrepancy in the 
literature. 

Many rheumatologists must be aware of the need for 
definite standards of assessing results of treatment. A 
few have expressed their views on this subject.’ Baylis 
and Hall § have devised a helpful “yardstick” to accom- 
plish it. The Therapeutic Score Card employed in our 
clinic has proved a useful means of accurate estimation 
of response to treatment.° 

The basic standards of judging response to treat- 
ment must be objective, free from the influence of the 
patient’s impression and the enthusiasm of the observer. 
Joint swelling is the pathognomonic sign of rheumatoid 
activity. Yet it receives surprisingly little attention and 
is apparently accorded minor consideration by many 
authors in estimating the outcome of treatment. 

The criteria for estimating response to therapy in 
rheumatoid disease may be divided into three groups— 
objective clinical, laboratory aids and subjective clinical. 
The most objective basis of judgment is joint swelling. 
Joint motion and tenderness are hardly as impersonal, 
but they are more objective than other information 
to be mentioned. The laboratory or technical aids of 
value are the sedimentation rate, the hemoglobin (or 
erythrocyte count) and possibly weight gain. The clini- 
cal features greatly influenced by subjective favors are 
pain, well-being and functional capacity. The last two 
symptoms are of doubtful significance. They are so 
widely employed, however, that they cannot be dis- 
missed altogether. Their share in any evaluation should 
be kept to a minimum. 

Some generally accepted and precise formula for 
employing all these features of the disease for accurate 
estimation of response to treatment, such as the “‘yard- 
stick” of Baylis and Hall or our Therapeutic Score 
Card, would lead to more reliable and helpful thera- 
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peutic investigation. The difficulty in comparing various 
results is emphasized by the failure of nineteen of thirty- 
four authors to include definite criteria of response on 
which their reports are based, as shown in the table. 


DIFFERENTIATING THERAPEUTIC EFFECTS ON 
RHEUMATOID ACTIVITY FROM INFLUENCE 
ON FUNCTIONAL CAPACITY 

Naturally, in our therapeutic goals we must dis- 
tinguish the reversible, active inflammatory signs of 
rheumatoid disease from the irreversible, fixed changes. 
While special surgical procedures and other measures 
may improve or correct some of the damage done, it 
would be unfair to a therapeutic agent to discredit it 
for unresponsive features already irreparable and 
beyond the effects of medical therapy from the start. 

The most prevalent fallacy in gaging therapeutic 
results, however, seems to be a failure to differentiate 
effects on the rheumatoid process from influence on the 
patient. When a drug is under study for treatment 
of such an inflammatory disease as rheumatoid arthritis, 
surely it must be judged by the objective evidence of 
subsiding activity or arrest of that disease reflected 
almost entirely by the response of such features as 
joint swelling above all, then motion, tenderness and 
pain. The proof of the effectiveness of the remedy 
must remain its ability to suppress or abolish the 
objective signs of active disease. 

Beneficial influence on the patient as a whole, with 
enhanced well being and even increased function, does 
not necessarily imply similar effects on the activity of 
the disease. Nevertheless, in some of the outstanding 
contributions to chrysotherapy evaluation of results is 
made largely on such a functional basis. When the 
rheumatoid process is ameliorated or arrested, increased 
use of joints is bound to occur unless complications or 
irreversible changes interfere. On the contrary, greater 
or complete functional capacity may be inspired with- 
out any effect on the rheumatoid activity. This point 
is well illustrated by Weiss and English,’® who state: 

One has only to witness the countless thousands of people 
who visit shrines and faith healers. Most of these people are 
suffering from some form of chronic arthritis. Many magical 
shrines’ are famed for the piles of crutches that have been 
thrown away by cripples, who, for the moment, consider them- 
selves cured but most of whom have to buy more crutches after 
they get home. 


The enthusiastic, revivalist atmosphere surrounding 
the inauguration of some much publicized new method 
of treatment also stirs into action powerful, if transient, 
suggestive forces. Suggestion exercises its effects 
through various therapeutic procedures in different 
hands. It has been said by pharmacologists that chroni- 
cally ill patients often respond well to a new treatment 
—or a new doctor—sometimes for long periods." 

Much temporary or lasting benefit has been observed 
from the whole treatment program usually employed. 
This includes constitutional measures, physical therapy, 
orthopedic aids and the influence of the patient- 
physician relationship. Specific or palliative remedies 
as a rule are administered as a supplement to some 
or all of the aforementioned regimen. When a sub- 
stance is under investigation for its special effects on 
rheumatoid arthritis, the careful investigator would be 
expected to exclude any other treatment or to demon- 
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strate the superiority of supplementary therapy with 
that agent as compared with other patients similarly 
treated without the new preparation. A _ significant 
increase in the number of arrested or greatly improved 
cases would have to be produced to prove some added 
therapeutic response. 


USE OF A STANDARD NOMENCLATURE 
OF RESPONSE 

One of the great causes of confusion in any attempt 
to correlate the reported outcome of treatment in rheu- 
matoid arthritis is the mixed terminology, used and 
rarely clarified by definition. Without a precise descrip- 
tion of the author’s meaning it is difficult to interpret 
such groupings as “distinctly improved,” “definitely 
improved,” “much improved,” “greatly improved,” 
“moderately improved,” “good improvement,” “slightly 
but definitely improved,” “fair improvement,” “slightly 
improved” and other similar gradations. In the major- 
ity of papers these categories are not explained. 

Even when the writers define their terms, a great 
complexity of degrees of improvement confronts the 
student of rheumatology. The task of correlating much 
of this material is magnified by the conflicting impor- 
tance attached by various workers to subjective and 
objective factors in arriving at their evaluation. In 
some instances, therefore, when authors happen to 
employ the same expressions for degrees of improve- 
ment their implications are not identical. 

A uniform terminology of results with the same 
significance everywhere, an international nomenclature, 
is an obvious need. Such a simple grouping as appar- 
ently arrested (complete objective and subjective 
recovery ), greatly improved (over 50 per cent resolu- 
tion of objective signs), slightly improved (25 to 50 
per cent recovery), unimproved and worse seems to 
provide a clear and adequate grading of response to a 
therapeutic procedure in rheumatoid disease. 


66 


ELIMINATION OF LUMPING, 


STATISTICS 

It is a common custom to lump all improvements, 
from arrested cases to slightly improved, in the con- 
clusions with one figure for “improvement” produced 
by the remedy. Some reports mention that “slightly 
improved” represents only a subjective estimate by the 
patient. This figure usually is included in the “improve- 
ments.” In this way “the inevitable 70 per cent,” 
or higher, appear to respond to almost every agent.’” 
When a drug is on trial in rheumatoid disease, gold 
salts for example, it is doubtful whether anything less 
than great improvement provides favorable testimony 
or dependable information to be embodied in_ the 
conclusion. 

It is not unusual to read an enthusiastic discussion 
on the treatment of a series of patients only to find 
that the number of arrested and/or greatly improved 
cases fail to support the author’s partiality. When he 
finally gives his conclusions and lumps the “slightly” 
and “moderately” helped patients with those experienc- 
ing greater benefit, an impressive figure for improve- 
ment is produced. This misleading custom is so 
widespread that it is responsible for much of the cloud- 
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ing of our understanding of the true merits of thera- 
peutic measures. Its abandonment would promote more 
accurate knowledge and more incisive evaluation of a 
therapeutic agent. The American and British reports 
on gold treatment represent on the whole the most 
recent and therefore the most careful therapeutic studies 
in rheumatoid disease. Lumping was found, neverthe- 
less, in 13 of 34 reports, as shown in the table. 


DISTINGUISHING THERAPEUTIC SPECIFICITY 
AND PALLIATIVE ACTION 

Much has been written about the special therapeutic 
virtues of various remedies in rheumatoid arthritis. 
There is surprisingly little distinction made as to their 
specific or palliative merits. Usually an effort is made 
to imply superior qualities to various substances based 
on the greater incidence of “improvement” when they 
are used. 

The time has come in the therapy of rheumatoid 
disease when a clearcut position should be indicated for 
any therapeutic preparation advocated. Is it a specific 
curative agent? Or is it a superior palliative, but still 
only a palliative ? 

The results usually are stated from left to right 
in columns “arrested,” “greatly improved,” “unim- 
proved,” “worse.” The index of specificity must be 
recognized as the percentage of cases appearing to the 
left in the “arrested” column. Unfortunately, in much 
of the discussion of many “specifics” that have been 
“arrested” 
column is almost blank. When any remedy produces 
an impressive therapeutic shift to the left in the “results” 
columns, it is likely to command undebatable accep- 
tance, as with penicillin, the sulfonamides and_ the 
arsenicals. 

The evaluation of a palliative agent is an even more 
formidable problem than that of a specific. It would 
require that an ameliorative substance should be demon- 
strated to yield a definitely higher percentage of relief 
than that experienced by an untreated control group 
or provided by other palliative remedies. The results 
would have to be controlled by the various safeguards 
and criteria already discussed. An appreciably higher 
percentage of improvement, statistically adequate, would 
have to be found. 

The usually unmentioned distinction between spec- 
ificity and palliation has, befuddled much of the dis- 
cussion of therapy in rheumatoid arthritis.27 The value 
of “specifics” has been established largely by implication. 
There is no reason why the definite palliative action of 
a drug on rheumatoid disease should be considered 
derogatory. Rheumatoid arthritis is such a serious 
condition that a superior palliative would constitute 
a valuable addition to our therapeutic resources at this 
time. The evidence and the distinction, however, should 
be clearcut. 

Palliatives, nevertheless, should not be mistakenly 
regarded as specifics. Although palliative therapy can 
be a great help in the patients’ comfort and manage- 
ment, it does not solve the problem of arresting rheuma- 
toid disease. The role of any agent should be plain 
and emphatic so that therapeutic progress is not dis- 
couraged by a smug attitude. Until a remedy has been 
discovered which arrests rheumatoid activity in an 
impressive proportion of cases within a_ reasonable 
period, the therapeutic problem of rheumatoid arthritis 
must be regarded as unsolved. 
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INCLUSION OF A FOLLOW-UP PERIOD OR A 
PERIOD OF POTENTIAL RELAPSE 

The tendency of rheumatoid arthritis toward a high 
percentage of recurrence for long periods after appar- 
ently successful treatment by present methods makes 
all conclusions as to therapeutic results unreliable unless 
an adequate follow-up period has elapsed. Three years 
would probably be the safest interval to set arbitrarily 
as the period of potential relapse. Five years have been 
suggested as a reasonable standard and would certainly 
afford still more dependable information.'* 

In the literature on rheumatoid arthritis follow-up 
studies are almost nonexistent. This void has been 
recognized in chrysotherapy, yet.in the publications on 
gold treatment we have found only seven reports which 
included a fair follow-up period with a statement of the 
number of relapses that appeared. It is important to 
know the final figures of response after these recurrent 
cases are treated in order to derive a thorough assay 
of the therapeutic agent. After all, if a drug produces 
so many merely temporary remissions that in due time 
the percentage of arrests to be expected does not 
appreciably exceed the number occurring naturally, its 
contribution to therapy is of doubtful value, especially 
when there are hazards of toxicity. 

The ultimate fate of greatly improved patients and 
the proportion of relapse among them provide informa- 
tion as essential as in the arrested cases. The value of 
medication sometimes is attributed to its superior 
palliative action, as in the case of gold salts in so many 
reports. The incidence of relapse among the greatly 
improved patients then becomes the chief clue to the 
usefulness of the remedy. In only six papers is there 
a follow-up report on the relapses among greatly 
improved patients.* 

CONTROL SERIES 

It is remarkable that in a search of the literature 
there was not uncovered a true control series of rheuma- 
toid patients followed for a long enough period to give 
dependable information as to the life cycle of the 
untreated disease. The most informative study of this 
kind, by Short, included 300 patients treated by simple, 
conventional medical measures and followed for ten 
years. Whether therapy influences the severity and 
duration of rheumatoid arthritis must remain a matter 
of clinical judgment until a satisfactory basis of com- 
parison is provided by an untreated control series 
followed for a sufficient time. 

Where enough patients are available, if, alternate 
subjects are given only placebo therapy while the others 
are treated with the agent under study, more useful 
therapeutic assay could be conducted. If the experi- 
ment is carried out as a blindfold test with the observer 
unaware of which patients are receiving the active 
substance a more fruitful study can be carried out. 
While this discussion was being prepared the paper of 
Fraser appeared. Because it embodies some of the 
criteria already mentioned, particularly the blindfold 
test, it should prove a really enlightening contribution 
to the subject. 

Many of the remarks on therapeutic investigation in 
rheumatoid arthritis could be applied with slight varia- 
tion to other chronic diseases. Similar pitfalls and 
like standards are involved. This discussion is con- 
cerned only with rheumatoid disease. 
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SUMMARY 

The greatest advance in rheumatoid arthritis has 
been its recognition and segregation as a separate 
entity from other articular disorders. The time has 
arrived to apply more generally to the study of its 
treatment the rigid and exact criteria prevailing in 
other clinical and laboratory fields. When uniform 
standards are followed universally, much iticonclusive 
effort will be avoided and the results should prove more 
valuable in a shorter time. A more consistent and better 
integrated pool of information would be provided. 
Unwarranted exploitation of poorly controlled studies 
by commercial interests at least would become less 
frequent. 

It would advance research in this field if its official 
agencies sponsored a set of essential principles to guide 
therapeutic investigation in rheumatoid arthritis along 
the lines discussed here. An organized study of chryso- 
therapy under such auspices, conducted by several 
cooperating clinics taking part in a “blindfold” test, 
would prove invaluable. 

To assure more informative and reliable hits 
studies of agents advocated for rheumatoid arthritis, 
the following safeguards are recommended : 

1. Inclusion only of cases definitely presenting the 
features of chronic rheumatoid arthritis according to 
the official classification of the American Rheumatism 
Association. 

2. Segregation of patients in such studies according 
to the stages of rheumatoid severity, as in Taylor’s 
classification, to break down each observer’s results 
and to distinguish the response of each category. 

3. Use of specific criteria for evaluating and grading 
results, such as the “yardstick” of Baylis and Hall or our 
Therapeutic Score Card. 

4. Differentiating therapeutic effects on disease 
activity from influence on functional capacity. 

5. A standard terminology of results—arrested, 
greatly improved, slightly improved, unimproved and 
worse, with definite significance for each. 

6. Elimination of lumping in evaluating results of 
a therapeutic agent on trial. 

7. Distinguishing specificity and palliative action. 

8. A reasonable interval after treatment—the period 
of potential relapse—at least three years, to intervene— 
followed by confirmatory follow-up examination, before 
apparent “arrest” or “great improvement” is acceptable 
for final reports. 

9. Control series alternated with those receiving anti- 
rheumatoid medication, 


121 East Sixtieth Street. 


Scientific Research Demands Absolute Integrity.—We 
usually regard as honest a person who does not knowingly tell 
or report as facts what he knows not to be so or who does 
not leave out in his speech or writing some essential which 
actually changes the meaning or significance of what he does 
tell or report. It is in this sphere that men in science have, or 
should have, greater experience, training and conditioning than 
the rest of mankind, because the scientific method and scientific 
research demand absolute integrity, the absolute sticking to the 
facts as known or discovered. This does not mean that the 
scientific investigator is by heredity more honest than other 
fellow citizens. It merely means that science and dishonesty do 
not mix—they are incompatibles——Carlson, A. J.: Is There “A 
Standard to Which the Wise and the Honest Can Repair?” 
Science 103:377 (March 29) 1946. 
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STREPTOMYCIN THERAPY IN HEMOPHILUS 
INFLUENZAE PULMONARY INFECTIONS 


THOMAS M. DURANT, M.D.; A. J. SOKALCHUK, M.D. 
CHARLES M. NORRIS, M.D., and CHARLES L. BROWN, M.D. 
Philadelphia 


The recent introduction of streptomycin as a thera- 
peutic agent’ has added another powerful antibiotic 
to the armamentarium of the physician. Especially 
is this agent of value since it is efficacious against many 
members of the gram-negative group of bacteria, organ- 
isms which are in no degree susceptible to the influence 
of penicillin. Included in this group of susceptible 
organisms is Hemophilus influenzae. The opportunity 
has been afforded us recently to study the effectiveness 
of this agent in pulmonary infections caused by this 
bacillus. Three cases so treated are reported in this 
communication. The first of these represents an over- 
whelming acute pneumonitis, and, because of the 
extremely dramatic response in a case that otherwise 
would no doubt have been fatal, the course in this case 
is reported in detail. In the second case the influenza 
bacillus infection represented an acute episode in the 
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of 103 F., pulse rate 108, respiratory rate 24 and blood pressure 
124/70. He was dyspneic and slightly cyanotic and coughed 
incessantly, bringing up large quantities of purulent sputum, 
which separated into three layers on standing. The heart was 
normal in size, the sounds were of good quality and there 
were no murmurs. Dulness was present over both lung bases, 
and throughout both lung fields there were coarse moist rales 
and rhonchi. There was no evidence of consolidation in either 
lung. The remainder of the physical examination was negative. 

The urinalysis, blood serologic reaction and blood culture 
were negative. The blood count was negative except for a 
decided leukocytosis. Roentgenologic examination of the chest 
demonstrated bilateral lower lobe mottled densities with dif- 
fusively distributed small cavities extending higher in the 
right lung field than in the left. Bronchoscopy showed a 
high degree of acute congestion and thickening of the laryngeal 
and tracheobronchial mucosa. Large amounts of thick purulent 
secretion were encountered in the bronchial tree on each 
side. No obstructive lesion was found anywhere in the acces- 
sible bronchi. Bacteriologic studies of the bronchial secretions 
established Hemophilus influenzae, type B, as the predominant 
organism. 

The course in the hospital is represented in the accompanying 
chart. On admission penicillin therapy was started in a 
dosage of 20,000 units intramuscularly every three hours. This 
therapy was without any appreciable effect, as would be expected 
from the bacteriologic findings which 
were subsequently reported. At the be- 
ginning of the second week in the hos- 
pital the patient’s condition was critical, 


there was cyanosis and dyspnea despite 
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oxygen therapy and repeated broncho- 
scopic aspirations, and the amount of 
sputum ranged from 30 to 40 ounces in 
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twenty-four hours. It was at this time 
“4 that streptomycin became available. The 
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first administration of this material was 


by the intratracheal route, 50,000 units * 
being instilled into the bronchial tree. 
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The solution used contained 10,000 units 
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per cubic centimeter. The effect of this 
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single administration on the production 
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Clinical course in case 1. 
with reaction to intramuscular administration of crude streptomycin. 


course of a chronic bronchiectasis. In the third there 
was persistent influenza bacillus infection following 
lobectomy for suppurative pneumonitis. 


REPORT OF CASES 

Case 1—P. S., a white man aged 56, had been a dye 
worker for about thirty years, exposed to the fumes of various 
acids, bleaching agents and dyestuffs. There had been a 
chronic cough for a number of years and annual episodes of 
acute bronchitis. He had considered himself essentially well, 
however, until three weeks before admission to the hospital, 
when he became extremely tired and had aches and pains in 
his back and legs. These symptoms were sufficiently disabling 
to render him unable to work. About one week later he devel- 
oped chills and fever, together with a cough, which rapidly 
became productive of a large amount of purulent, yellow-green 
sputum. At this time both sulfadiazine and penicillin therapy 
had been instituted at home, but despite this the patient became 
progressively worse and required hospitalization. 

He was admitted to Temple University Hospital at the 
beginning of the third week of his illness with a temperature 


From the Departments of Medicine and Broncho-Esophagology, Temple 
University School of Medicine. 

The streptomycin used in this study — snap available through the 
courtesy of Merck & Co., Inc., Rahw or ge 

1. Waks sman, S. A.: Production an Pek of Streptomycin, J. Bact. 


46: 299, 1943. Waksman, S. A.; Bugie, E., and Schatz, solation 
of Antibiotic Substances yee Soil Micro-Organisms, with Special Ref- 
erence to Streptothricin and Streptomycin, Proc. Staff Meet., Mayo Clin. 


19: 537, 1944. 


The sharp temperature spike on November 24 occurred in association 


of sputum was dramatic. In contrast to 
the 6 ounces of sputum produced every 
four hours, on the average, prior to this 
instillation, the next eight hours wit- 
nessed the production of only 5 cc. of sputum. Examination 
of the chest at this time revealed no evidence of retained 
secretions; in fact, the rales were noticeably less numerous. 
Eight hours after the bronchoscopic treatment parenteral admin- 
istration of purified streptomycin by intramuscular drip was 
started. Twelve million units of this purified material was 
available, and this amount was given over a period of slightly 
more than two days. No reactions were noted. After the 
supply of purtfied material was exhausted, treatment was con- 
tinued with a less purified preparation. Although the con- 
dition of the patient had much improved at this time, it was 
deemed advisable to do this despite the risk of possible reac- 
tion, since it was not certain that the infection was com- 
pletely under control. Four million units of this material 
was administered over a period of two days by the intra- 
muscular route. This was done intermittently, since severe 
reactions were encountered and it was finally necessary to 
discontinue entirely. The reactions to the crude material were 
almost purely sympathomimetic in character. The patient would 
become restless and even irrational, and the blood pressure 
would rise rapidly to as high as 172 systolic, the pulse rising 
to as much as 132 and the respirations to 48. The skin and 
conjunctivas would become blanched and the abdomen distended, 
and the muscles of the arms and legs would twitch. At some 


2. The units of streptomycin as reported in this article may be 
translated into weight of streptomycin base as follows: 1 unit equals 
0.001 mg. of streptomycin base, 1,000 units equals 1.0 mg. of strepto- 
mycin base and 1,000,000 units equals 1.0 Gm. of streptomycin base. 


a 


46 


Votume 131 
NuMBER 3 


develop. The reaction would subside within one or two hours 
after the drug was stopped. Throughout the entire period 
of intramuscular administration, intrabronchial instillations 
were continued at almost daily intervals, 50,000 units of the 
crude material being instilled on each of five occasions. 

The response to the streptomycin therapy was dramatic. 
Not only did the temperature, pulse and respiratory rate show 
rapid improvement, but the dyspnea, cyanosis and cough were 
rapidly lessened, and the appetite and strength improved in 
a remarkable way. The response in the hematologic findings 
is recorded in the accompanying table. The first of these blood 
counts (Nov. 14, 1945) was that done on admission to the 
hospital. The second (November 21) represents the count 
on the day on which streptomycin administration was started. 
The third and fourth were taken during the period of admin- 
istration, and the last two followed the discontinuation of the 
antibiotic therapy. The bronchial secretion continued to show 
Hemophilus influenzae in greatly reduced numbers until Novem- 
ber 21. Following this none of these organisms were found. 
The streptomycin susceptibility of Hemophilus influenzae 
found in this case was such that the organism was inhibited 
by 0.5 unit of streptomycin per cubic centimeter of medium.’ 
On November 24 the blood streptomycin level was 15 units 
per cubic centimeter of plasma. The bronchial secretion on 
the same day showed a streptomycin concentration of 10.2 units 
per cubic centimeter. On November 26 the concentration in 
the blood was 11.8 units per cubic centimeter of plasma. 

The roentgenogram taken one week after the termination 
of streptomycin therapy indicated resolution of the pneumonic 
process in béth lungs. During the last four days in the hospital 
the rectal temperatures were entirely within normal range. 
The patient was discharged from the hospital nineteen days 
from the date of admission. Except for some dyspnea on 
exertion he has remained well since discharge. 


Case 2.—I. S., a student nurse aged 19, had had a chronic 
cough for six years. One year before admission to the hospital 
this cough had become productive ef purulent sputum, and 
lipiodol bronchography had shown bilateral lower lobe cylin- 
dric bronchiectasis. Bilateral maxillary sinusitis also was 
found. During the ensuing year there had been repeated upper 
respiratory infections, eacn of which aggravated the symptoms 
of the bronchiectasis, but in each instance the intramuscular 
administration of penicillin had resulted in prompt improve- 
ment. In October 1945 she was admitted to Temple University 
Hospital for an intensive course of intramuscular penicillin 
and conservative, though intensive, treatment of the sinuses. 
She then felt quite well following discharge from the hospital 
until December 1945, when she contracted a severe sore throat 
and her temperature rose to 102 F. Examination at this time 
showed coarse rales at both lung bases but no signs of con- 
solidation. She was given 20,000 units of penicillin intra- 
muscularly every two hours and admitted to the hospital the 
following day. The sputum was then frankly bloedy for the 
first time in the course of her bronchiectatic disease, and it 
was considerably increased in quantity. The chest roentgeno- 
gram showed an extensive pneumonitis in the right lower 
lobe with mottled and stringy densities. The increased mark- 
ings previously noted at the left lung base were unchanged. 
The white blood cell count was 5,350, with 74 per cent poly- 
morphonuclear neutrophils. Culture of the bronchial secretions 
revealed many Hemophilus influenzae organisms resistant to 
penicillin and very susceptible to streptomycin. There were 
a few viridans streptococci and an occasional hemolytic strep- 
tococcus and Neisseria flava. 

The temperature followed a septic course, ranging from 
97.2 to 102.4 F. for the first seven days in the hospital. On 
the seventh day 50,000 units of crude streptomycin was 
introduced intrabronchially. The temperature fell to normal 
dramatically following this instillation and reached as high 
as 99 F. only once thereafter. The sputum became much 


The medium used was streptomycin-agar (Stebbins) with added 
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time during the reaction a cold clammy perspiration would | 


reduced in amount and was no longer bloody. There was 
improvement in the general appearance and feeling of well 
being of the patient. Three more instillations of streptomycin 
were given over a period of eight days. The patient is 
now in excellent condition, and pulmonary surgery is contem- 
plated in the near future. 


Cast 3—W. M., a white man aged 50, was first seen on 
Aug. 29, 1945 complaining of cough productive of foul sputum, 
with frequent hemoptyses and occasional febrile attacks. Roent- 
genographic examination of the chest showed abnormal mottled 
density throughout the left lower chest, with an abscess cavity 
about 3 cm. in diameter. On bronchoscopy large amounts of 
odorous blood-stained purulent secretion were encountered in 
the left main and lower lobe bronchi and appeared from the 
branch bronchi of the left lower lobe on cough. There was 
no obstructive lesion in any of the accessible bronchi. Cultures 
of the secretion obtained bronchoscopically showed anaerobic 
hemolytic streptococcus group A, with many Hemophilus influ- 
enzae organisms and a few viridans streptococci. Roentgeno- 
grams made following instillation of lipiodol for bronchography 
showed advanced saccular bronchiectasis involving all segments 
of the left lower lobe except the superior, with cylindric and 
mild saccular bronchiectasis in the lingular portion of the left 
upper lobe. A subsequent bronchogram demonstrated no 
abnormality of the bronchial tree throughout the right lung. 

Improvement on conservative treatment, including postural 
drainage and bronchoscopic aspiration, with oral sulfadiazine, 


Hematologic Examinations in Case 1 


11/14/45 11/21) 11/24 11/26 11/29 12/1 


Red blood cells... 5.02 5.08 

85.2% 96.8% 

White blood cells.............. 25,900 19,300 17,400 17,150 9,600 9,000 

Poly ph R% 8% %M% 8% 5% 
17% 2% 41% 37% 2% 2% 
Nonfilamentous............ 75% TT% 8% 35% 33% 

Lymphocytes..............+06 5% 2% 3% 3% 36% 40% 

Mononuclears..............0055 3% 4% 4% 4% 2% 3% 

0 0% 0% 0% 1% 2% 0% 

Abnormal cells..............+5- 0% 1% 2% 2% 1% 2% 


penicillin by intramuscular injection and inhalation, transfu- 
sions and other supportive measures, was not satisfactory after 
a two month period. Lobectomy was decided on, and this was 
performed by Dr. W. Emory Burnett on October 31, with 
removal of the entire left lower lobe and the lingular portion 
of the left upper lobe. 

Convalescence appeared satisfactory ; the pleural drainage tube 
was removed on the sixth day, there being no evidence of 
pleural infection, and the temperature followed an essentially 
normal course atter the thirteenth postoperative day. However, 
a roentgenogram on November 13 showed that the remaining 
portion of the feft upper lobe had failed to expand, and 
bronchoscopy the following day revealed large amounts of 
unusually viscid purulent secretion occluding the left bronchus. 
Cultures of the secretion showed many Hemophilus influenzae 
organisms and a moderate number of Neisseria catarrhalis 
organisms. Several bronchoscopic aspirations were performed 
during the ensuing three weeks. The roentgenograms on 
November 16 showed some reaeration but on the 28th again 
demonstrated complete airlessness of the remaining portion of 
the left upper lobe. Large quantities of thick secretion were 
found at each bronchoscopy and cultures on November 16 
and 30 showed many H. influenzae organisms very susceptible 
to streptomycin and a few hemolytic streptococci group A 
moderately susceptible to streptomycin. 

Streptomycin was then given by intratracheal instillation 
daily for six days, 5 cc. of a solution containing 10,000 units 
of streptomycin per cubic centimeter being employed and gravi- 
tation of the solution into the left bronchus being favored 
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by posture. The amount of secretion seen bronchoscopiéally 
diminished rapidly, and cultures showed only a few H. influ- 
enzae organisms. Bronschoscopic cultures three days after 
the last instillation showed no H. influenzae organisms or 
hemolytic streptococci. Complete reaeration was evident on 
the roentgenograms of Dec. 8, 1945 and Jan. 10, 1946 and the 
patient is now clinically well. 


COMMENT 

The first of these patients represents a therapeutic 
response of an extremely dramatic type. His acute 
suppurative pneumonitis may well have been super- 
imposed on a preexisting bronchiectasis, but whether 
or not this is true, the infection with type B Hemoph- 
ilus influenzae constituted a serious threat to his 
existence and there can be little question from a careful 
survey of his case record that he owes his life to 
streptomycin. The organism was shown to be extremely 
susceptible in vitro to this antibiotic, and the blood 
concentrations which were obtained by a combination 
of intramuscular and intrabronchial administration 
exceeded this susceptibility by as much as thirty times. 
It is impossible to estimate which of the two routes 
of administration used was the more effective in con- 
trolling the infection. However, it is of great interest 
that improvement had already been apparent in the 
eight hour period between the first intrabronchial admin- 
istration and the commencement of the intramuscular 
administration. Especially should it be noted that the 
sputum output dramatically diminished during this eight 
hour period. It is our impression that intrabronchial 
administration played an extremely important part in 
the outcome of this case. 

The second and third cases did not represent as 
severe infections as the first, but in each Hemophilus 
influenzae was responsible for a very distressing and 
potentially serious complication in the course of chronic 
suppurative pulmonary disease. In these 2 cases treat- 
ment was limited to intrabronchial administration of 
crude streptomycin, the reason for this being the limited 
supply available. In each instance the response was 
prompt and clearcut, leading to a disappearance of the 
complicating infection, and, in the last case, of the 
associated atelectasis. These 2 cases, in which necessity 
dictated the employment of the intrabronchial route 
alone, lend support to our impression that this route 
allows a satisfactory and effective approach to  pul- 
monary Hemophilus influenzae infections. 

Reactions to the administration of streptomycin were 
noted only in the first case, and then they occurred 
solely following the administration of crude material 
intramuscularly, a procedure which we do not recom- 
mend but which was dictated by the lack of pure 
material and the urgency of the situation. During the 
period in which the purified streptomycin was being 
introduced intramuscularly there were no auditory 
symptoms or other unfavorable manifestations whatever. 


SUMMARY 
The effectiveness of streptomycin therapy in type B 
Hemophilus influenzae pulmonary infections was 


demonstrated in 3 cases. The intrabronchial route of 
administration of the antibiotic was alone effective in 
2 cases, and in 1, an extremely severe acute bilateral 
suppurative pneumonitis, the combination of intramus- 
cular and intrabronchial routes was used effectively. 
No reactions were observed except when a crude 
preparation was administered intramuscularly. 
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HEPARIN THERAPY IN ACUTE DEEP 
VENOUS THROMBOSIS 


GUNNAR BAUER, M.D. 
Mariestad, Sweden 


In the summer of 1940 at the Mariestad Hospital a 
method was introduced for treating thrombosis of the 
deep veins of the leg, the main principles of which 
were (1) early diagnosis, (2) intensive heparin treat- 
ment and (3) early mobilization. This procedure has 
now been in routine use without an alteration for more 
than five years. 

The combination of measures characterizing this 
method was the result of studies on thrombosis and 
embolism which have been in progress at Mariestad 
since 1938. In the course of these investigations 
phlebograms were made on nearly 600 patients, all 
relevant clinical data being at the same time noted and 
compared with the roentgenologic findings. The con- 


yr 


Fig. 1.—Diagrammatic representation of normal phlebogram: at left, 
posteroanterior view; at right, lateral view. A, femoral vein; B, popliteal 
vein; C, posterior tibial vein; D, fibiar vein. 


ditions in acute deep thrombosis of the leg were studied 
in 246 cases. In another group, nearly as large, an 
examination was made of what might be called the 
chronic stage of the disease, i.e. the fate of thrombosis 
patients in the decade to follow. The normal anatomy 
of the veins of the leg was also ascertained, about 
130 phlebographs and a number of dissections being 
made for that purpose (fig. 1). 

As a result of these investigations some facts were 
established concerning the origin and course of the 
thrombo-embolic disease which seemed able to throw 
fresh light on several points in this field and at the 
same time to provide the means of making certain a 
very early diagnosis. Since these facts form the back- 
ground to the treatment used in Mariestad, as I believe 
they will to any other rational therapy, they will be 
briefly set forth here before a detailed description of 
heparin treatment is entered upon. 


From the General Hospital, Mariestad, 


Sweden, 
Dr. Gunnar Bauer. 


surgeon in chief, 
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STARTING POINT AND COURSE OF ACUTE THROM- 
BOSIS OF THE DEEP VEINS 


As was pointed out in previous papers,’ from the 
beginning it was considered necessary to make a definite 
distinction between two different forms of venous dis- 
ease. It is now almost generally agreed that thrombo- 
phlebitis is a primary disorder of the wall of mainly 
the subcutaneous veins, secondarily followed by a throm- 
botic obliteration of the venous segment attacked. This 
disorder will not be dealt with here. Solely the large, 
deep veins of the leg will be considered in the present 
paper. In these the clotting of the blood is the primary 
factor, and only secondarily is the wall of the vein 
drawn into the pathologic process. Acute thrombosis of 
the deep veins is the term that ought to be employed 
by those who do not prefer the expression phlebo- 
thrombosis, introduced by Ochsner and De Bakey.’ 

Up to 1936 the thrombotic process was universally 
considered to commence in the femoral or pelvic veins. 
Investigations during the following years by pathologists 
and later also by clinicians made it increasingly probable 
that in a considerable number of cases the process begins 
in the lower part of the leg instead (Homans,*® Ochs- 
Hunter,’ Bauer °). 

These investigations, however, suffered from the fault 
that they were based almost entirely on autopsy mate- 
rial. Not until phlebography had been taken into use 
was it possible to carry research a step further and 
make studies direct on the living subject. Using the 
x-ray technic described in earlier papers * I was able * 
in the year 1940 to submit a definite theory regarding 
the origin as well as the further course of acute throm- 
bosis of the deep veins. This theory has been confirmed 
by subsequent investigations at the Mariestad Hospital, 
now covering about 250 cases of this type. The course 
followed by the disease appears, in brief, to be that 
described here. 

The whole process begins with a thrombus, which 
arises for some as yet unknown reason in a muscle 
vein and projects into the lumen of one of the large 
venous trunks of the lower part of the leg. Here it 
becomes the starting point of a deposition thrombus, 
which continues growing upward in the direction of 
the blood stream. 

The next stage is for the large veins of the lower 
part of the leg to become progressively filled and for 
the thrombotic mass gradually to occlude the entire 
lumen and become attached to the vessel wall (fig. 2). 
Concurrently in at least 80 per cent of the cases there 
is a longitudinal growth up the femoral vein. Thus 
this vein will contain, at a certain stage, freely waving 
about in the blood stream, an eel-like formation, dark 
red, with a smooth, slippery surface and sometimes 
up to 40 to 50 cm. in length. The thrombus forms, 
as it were, a cast of the lumen of the large vein, though 
it does not completely occlude it. The wall of the 
vein is as yet not involved in any way, and the thrombus 
is anchored only at its lowermost end far down in 
the lower part of the leg. 

This condition, which obviously entails a great risk 
of embolism, does not generally last more than twenty- 


1. Bauer, G.: Acta chir. Scandinav. (supp. 61) 84:1, 1940.  Felt- 
strém, E.: Nord. med. 19: 1285, 1943. 

. Ochsner, A., and De Bakey, M.: South. Surgeon 8: 269, 1939. 

3. Homans, J.: Surg., Gynec. & Obst. 79:70, 1944; New England 
J. Med. 231: 51, 1944; footnote 9. 

4. Ochsner, A.: Surgery 17: 240, 1945. 

5. Hunter, W. C.; Krygier, J. J.; Kennedy, J. C., and Sneeden, 
V. D.: Surgery 17: 178, 1945. 

6. Bauer, G.: Acta chir. Scandinav. (supp. 74) 86:1, 1942. 

7. Bauer, footnotes 1 and 6. 

& Bauer, G.: Acta med. Scandinav. 107: 136, 1941; Venous Throm- 
hbosis, Arch. Surg. 43: 462 (Sept.) 1941. 
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four to forty-eight hours. Within that time a develop- 
ment takes place which may proceed along two different 
lines. One is that the waving thrombus, by breaking 
off at some point or other, gives rise to an embolus. 
By far the commonest development, however, is for 
the thrombus to continue growing in thickness, block 
up the lumen of the femoral vein, begin to involve 
the endothelium and to become attached to the vascular 
wall along its entire length. A typical phlegmasia alba 
dolens arises (fig. 3). 

A sufficiently large number of cases were observed 
at the Mariestad Hospital to convince us that this is 
the natural course followed by thrombosis when no 
countermeasures are taken. The starting point of the 
clotting process was in the lower part of the leg in 
all cases except 3 among 190, i. e. in more than 98 
per cent of the cases, and there are phlebograms to 
demonstrate all the different phases of evolution, from 
the initial clot not more than a few centimeters in length 
in one of the main trunks of the fibular vein to the 


Figure 2 Figure 3 


Fig. 2.—Incipient thrombosis confined to lower part of leg. No contrast 
filling of the deep venous trunks of the lower part of leg. Only a few 
fine, superficial veins are visible. 

Fig. 3.—Thrombosis of the deep venous trunks in both lower part of 
leg and thigh. Relatively early stage. A well developed, compensatory 
drainage system from lower part of leg. Great saphenous vein straight 
and of powerful caliber. Superficial veins in lower part of leg relatively 
fine and not tortuous. 


complete obliteration of all deep venous channels. Also 
there is evidence to show that, as long as there is no 
more than a waving thrombus, the vein itself is in no 
way affected. It is not until the thrombus begins 
to fill up the whole lumen and attach itself to the vessel 
wall that the latter begins to be irritated and gradually 
becomes the seat of an aseptic inflammatory process. 
This results, on one hand, in the firm rooting and, later 
on, organization of the thrombus, and, on the other 
hand, in a phlebitis and periphlebitis, which gives rise to 
fever, tenderness on palpation, and vasospastic reflexes. 
When the vein attacked, as for instance in the lower 
part of the leg, is comparatively small, the clinical 
phenomena will not be so pronounced as when the 
powertul femoral vein is attacked. As, in addition, the 
phlebitis always appears to be secondary to the throm- 
bosis, there seems to be hardly any reason to differ- 
entiate an “ileofemoral thrombophlebitis” as a special 
entity. 


| | | 
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It may finally be mentioned that in untreatea cases 
thrombosis also appeared in the other leg in at least 
30 per cent of the cases. Phlebography showed that 
as a rule the thrombosis there also started in the lower 
part of the leg. 


THE SUBSEQUENT FATE OF THROMBOSIS PATIENTS 
The different stages of the process, once the throm- 
bosis has developed the classic clinical symptoms, are 
too well known to need description. In general, after 
about six weeks in bed and a further period of con- 
valescenze, the patients have been allowed to leave the 
hospital, with one or both of their legs still much 
swollen, and finally, after a still further lapse of time, 
they have generally been able to resume their work. 
The fact has been but little known, however, that 
even then the disease is not overcome. On the contrary, 
it passes into a chronic stage, and most of those who 
have suffered from thrombosis have to look forward to 
after-effects of a very serious nature. On this aspect 
our knowledge up to the present has been highly defi- 


Fig. 4.—At left, chronic thrombosis of long standing. Far advanced 
degeneration of superficial veins of lower part of leg. Great saphenous 
vein still straight. Swelling and induration present. At right, chronic 
thrombosis, still older. Degeneration and tortuousness of great saphenous 
vein also apparent. Swelling, induration and ulceration present. 


cient, and no follow-up investigations appear to have 
been made on the subject. Homans,® however, in 1939 
suggested that, at least in some of the patients, chronic 
ulcers on the lower part of the leg may be due to deep 
thrombosis suffered earlier in life, and Birger '° observed 
this etiologic factor in at least one third of his patients. 
In pursuance of our phlebographic studies on the throm- 
botic disease at the Mariestad Hospital, we widened our 
investigations to include the roentgenographic appear- 
ance of the venous system in thrombosis sequelae and 
in this connection also took in the clinical aspects. The 
results obtained have already been described in an 
earlier paper.° The following is a brief account of what 
was found: 

After the deep blood channels in the leg have been 
destroyed by thrombosis, recanalization of these veins 
practically never occurs. For the rest of the patient’s 
life the drainage of the venous blood from the lower 
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part of the leg is taken care of by an accessory system 
of veins consisting exclusively of subcutaneous veins, 
usually with the great saphenous vein acting as the 
chief carrier of the venous return (fig. 3). As long 
as these superficial veins are intact they are capable 
of transporting the blood from the lower part of the 
leg in a satisfactory manner. A mild state of venous 
stasis is always present, however, causing chronic edema 
in the lower part of the leg. As a result of unfavorable 
emptying conditions and of constant overloading there 
arises in the accessory system during the course of the 
years a state of degeneration which is manifested in the 
fact that the superficial veins become distended and 
tortuous and the valves defective (fig. 4). This degen- 
eration causes nutritional disturbance and leads in time 
to the appearance of the typical, leathery indurative 
lesions on the lower part of the leg and to leg ulcers. 

These lesions, which up to the present have almost 
always been thought to be due to varices, were instead 
caused, in our material, in 80 to 90 per cent of the 
patients by an earlier deep thrombosis. The generally 
used name varicose ulcer ought therefore, by rights, to 
be changed to post-thrombotic ulcer. 

According to figures worked out from the investi- 
gations in Mariestad and recently corroborated in a 
report by Zilliacus’? from other Swedish clinics, it 
looks, in fact, as though the ultimate fate of patients 
who have once suffered from deep thrombosis in the 
leg and received no specific treatment is that they all 
have permanent swelling of the leg, and more than 
nine tenths acquire indurative lesions and about four 
fifths leg ulcers. 


EARLY DIAGNOSIS OF THROMBOSIS 


It must be considered as highly desirable to make as 
early a diagnosis as possible of the thrombosis, prefer- 
ably while it is still confined to the lower part of the 
leg. Only by this means will it be possible to intervene 
early enough to prevent the occurrence of otherwise 
fatal pulmonary emboli by ligation of the vein or by 
means of anticoagulants. Those making use of the 
rapidly acting heparin also have by that means the 
possibility of stopping the thrombotic process already 
in the lower part of the leg, preventing thrombotic 
obliteration of the popliteal vein and thereby saving the 
patient from late thrombotic troubles. 

Up to the present, however, it has been difficult to 
make a sufficiently early clinical diagnosis. The text- 
books, it is true, supply detailed descriptions of the 
fully developed, well known stages of thromboembolic 
disease, but they contain surprisingly little information 
as to how the thrombosis can be detected at a much 
earlier stage. Now, as knowledge spreads that the 
thrombosis almost invariably starts in the lower part 
of the leg, it is beginning to become clear that it is 
there a search ought to be made for the earliest signs. 
A report of the experiences gained at the Mariestad 
Hospital were published as early as 1941 by Bauer and 
Hellsten*?* and have since been further developed,'* 
but there is no reason to enter closely into these points 
here, as they are well known by all authors who have 
acquired a modern view of the thrombotic question. 
Summing up, it may be said that every inexplicable rise 
of the pulse and temperature curves, as well as symp- 
toms from the lungs in the form of even slight pain 
or stitch in one side of the chest, must always arouse 
suspicions that thrombosis may be present and should 
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lead to an examination of the lower part of the patient's 
leg. Of course, if a pronounced swelling and cyanosis 
and intense tenderness along the back of the calf 
‘are then found, there can hardly be any doubt of the 
diagnosis. Unfortunately, however, this is then already 
somewhat too late. The fact is that at this stage, as 
phlebography shows, there is often already a long 
waving thrombus in the femoral vein, immediate embo- 
lism threatens, and the popliteal vein is frequently 
beyond helping. Diagnosis at a considerably earlier 
stage must be the goal, but, as only relatively small 
venous areas are then as yet attacked, the clinical signs 
are correspondingly less pronounced. At Mariestad we 
found that tenderness over a certain segment to palpa- 
tion from the back of the calf into the depths was 
the most constant sign and made thrombosis a probable 
diagnosis. Our experience showed, however, that 
neither alone nor in combination with a mild swelling 
of the calf muscles and spontaneous pains was this 
symptom a sure indication that thrombosis was present. 
Recourse was had to phlebography in all such patients, 
and it was found that one third to one half of them 
were free from thrombosis. These accordingly received 
no treatment of any kind, and not one of them sub- 
sequently developed the slightest symptoms indicative 
of thrombosis. 

Thus, in our opinion, all cases showing very vague 
symptoms, a condition desirable in itself, require roent- 
genologic control before therapy is commenced, in any 
case if the latter is intended to be of such a drastic 
nature as ligation of the femoral veins or higher up. 
There are, however, also cases with seemingly more 
pronounced symptoms in which it nevertheless cannot 
be said with certainty that thrombosis is present, e. g. 
with legs already swollen or tender on account of frac- 
ture, traumatism or local inflammatory processes, includ- 
ing superficial thrombophlebitis. According to the 
opinion to which we have come, phlebography should 
constitute a routine method at all hospitals in all cases 
of suspected early thrombosis. 

It may be added that it is obviously impossible to 
handle a series of cases strictly scientifically without 
making sure in every case by roentgenologic control 
that the trouble present is actually thrombosis. 

According to our experience, summarized in a recent 
paper,'* the interpretation of the x-ray pictures does 
not give rise to difficulties or false conclusions, provided 
careful technic is observed and some experience is at 
hand. 

HEPARIN THERAPY 


At the Mariestad Hospital we were in rather a 
unique position in 1939 and the beginning of 1940. 
We had suddenly come in possession .of a method of 
diagnosing a thrombosis in its initial stage, but we 
found ourselves unable to prevent the process from 
following the path we only too well knew it would 
take. During this period we were faced on 29 occasions 
with cases in which phlebography disclosed that an 
incipient ‘thrombotization of the lower part of the leg 
was present. As no effective therapy was available, 
- we had the painful experience of remaining inactive and 
seeing how the process in 24 cases spread after one or 
two days to the femoral vein and brought about a 
phlegmasia alba dolens. In 5 cases there was a propa- 
gation to the large pelvic veins. Pulmonary embolism 
occurred in 11 cases, 2 of which were fatal. In 10 
cases the other leg also was attacked by thrombosis. 
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The number of deaths would probably have been still 
higher if recourse had not been taken to ligation of 
the femoral vein in 2 cases with iterated pulmonary 
infarcts. On 1 occasion we were strongly minded to 
introduce this treatment as a routine method, but the 
knowledge we were just then acquiring respecting the 
late results of thrombosis, when the popliteal and 
femoral veins were put out of function, kept us from 
doing so. 

It was in this position that we decided to make a 
trial with heparin. 

Concerning this drug, a fair number of facts, exhaus- 
tively reported by Jorpes*® and by Crafoord and 
Jorpes '® had at that time accumulated. Sorting these 
out, it appeared to us as though prophylactic treatment 
could be ruled out as a routine method and also that 
treatment of fully developed thrombosis cases had not 
yielded results that were fully satisfactory, even if 
Murray ™ had been rather successful in a series of cases 
of embolism or thrombophlebitis. However, being in 
possession of a method of diagnosing thrombosis at 
an earlier stage than had formerly been possible, it 
occurred to us that if heparin was to be introduced 
at such a moment a better result might be expected. 
Accordingly, after consulting Jorpes and Crafoord as 
to the size of the heparin doses, we started treatment 
along these lines in October 1940. From the outset 
the results were favorable, and it was found that the 
entire course of the disease was completely changed. 
No spreading of the thrombotic process occurred, and 
fever, swelling and pain disappeared in a surprisingly 
short time. The patients were, as a rule, able to leave 
their beds in less than a week, completely healed. 

In December 1940 at the joint meeting of the Swedish 
Surgical and Medical assoctations I* had the oppor- 
tunity of presenting the first 21 cases of this abortive 
treatment of thrombosis, the main features of which 
were (and are) (1) early diagnosis, (2) immediate 
intensive heparinization, (3) movements of the leg from 
the beginning and (4) getting the patient out of bed the 
moment the acute thrombosis symptoms disappear, 
before the termination of heparin injections. 

These precepts, which have not been altered in any 
way, were applied in the treatment of all thrombosis 
patients at the Mariestad Hospital for more than five 
years. The technic, results and other points of interest 
will now be discussed. 


THE TECHNIC IN HEPARIN TREATMENT 


The technic used in the Mariestad Hospital was as 
follows : 

The heparin was administered by intermittent intra- 
venous injections. The brand of drug used was that 
manufactured in Stockholm by Vitrum & Co., Ltd., 
under the supervision of Dr. Jorpes. The Swedish 
heparin contains 80 international units per milligram of 
water-free substance. 

Immediately after the diagnosis of thrombosis (or 
pulmonary embolism) had been made, 150 mg. of 
heparin was administered. Depending on the time 
of day at which the treatment was started, a further 
one or two doses of the same size were given. An 
interval of four hours was always allowed to elapse 
between doses however. The last dose was given late 


15. Jorpes, E.: Acta med. Scandinav. 107:107, 1941; Svenska 1ak.- 
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at night. On the following days three to four injec- 
tions were usually given, with early morning and night 
doses of 150 mg. and a mid-day dose (or doses) of 
100 mg. After a few days the temperature generally 
returned to normal (or to a level only a few tenths 
of a degree C. above normal), and the swelling and 
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Fig. 5.—A typical example of abortive treatment with heparin. On 
cus ‘day after normal partus, rise in temperature and pulse rate, and 
slight tenderness on palpation over middle third of calf. On phlebographic 
examination no contrast filling of deep veins of lower part of leg, but 
femoral vein normal. Thus, incipient thrombosis, still confined to lower 
part of leg. Heparin treatment instituted. First day, 150 + 100 + 150 

of heparin. Second and third days, 100 mg. three times a day. 
After that, successively reduced doses. Total dose of heparin, 1,300 mg. 
Result: On third day, all tenderness disappeared and temperature normal. 
Patient allowed to get up. On fifth day patient discharged after being 
supplied with an Unna’s paste stocking. 


palpation tenderness in the leg disappeared. The 
heparin doses were then decreased to two injections 
of 100 mg., and on the last day to an evening dose 
alone. The treatment was then at an end (fig. 5). 
During the entire treatment the patient was allowed 
to move about freely in bed and was made to execute 
whole series of bending and stretching movements of 
the legs at intervals throughout the day. On the day 
the heparin doses were first decreased he was allowed 
to get up and even to walk about a little. The length 
of time out of bed was increased each day, and as a 
rule the patient could leave the hospital two or three 
days after first getting up. 

When leaving bed he was provided with an elastic 
bandage on the foot and the lower part of the leg in 
order to counteract the mild swelling generally arising 
in this region in the evening during the first few weeks. 
The bandage may be an elastic dressing or a length 
of tricot tubing; at Mariestad we generally used an 
Unna’s paste stocking. This bandage was worn for 
only two or three weeks. At the end of this time most 
of the patients were capable of resuming their work. 

We found it of the utmost importance that the patients 
should get np when or, rather, before the heparinization 
is terminated. Most of the failures experienced with 
heparin treatment are due to the fact that this rule 
is not observed. This was the case, for instance, in 
regard to at feast one of the deaths in the Mariestad 
Hospital. As a rule, the explanation of the failures 1s 
probably that, owing to old prejudices, doubt is felt 
as to the wisdom of allowing a thrombosis patient to 
move about. It should be stressed, however, that when 
heparin is no longer being administered the patient is 
even on the following day totally unprotected against, 
and open to, the risk of a fresh thrombosing process. 
The best way in which this risk can be counteracted 
is to allow the patients to get up and begin moving 
about. 

In certain conditions this rule is naturally inapplicable, 
such as, for instance, when the patient’s main disease 
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prevents him from getting up (e. g. in fractures of the 
lower extremity, when it is impossible for the patient 
to walk, and in many internal cases). These cases are 
not infrequently encountered. Our practice was then ° 
to insure as good a blood circulation as possible in 
the limb by making the patients perform all the tension 
and relaxation exercises of the muscles that are prac- 
ticable within a plaster cast and also by giving what 
we called a protracted heparin treatment (fig. 7). After 
the acute signs of thrombosis had subsided and the 
actual heparin therapy terminated, we continued to 
administer to these patients an evening dose of 100 mg. 
each day for, at the most, one week. After that, one 
injection every other evening was given for another 
week, and then a couple of injections every third 
evening. The treatment was then discontinued. The 
body, it was thought, may then be regarded as having 
adapted itself to the new conditions, and the risk of 
a recurrence of thrombosis is probably no greater than 
it is in any other patient confined to bed. This pro- 
cedure was adopted with 22 patients, and in none of them 
was there a recurrence. In 2 of these cases of fracture 
it was even possible, nineteen and eight days respec- 
tively after the temperature had returned to normal, to 
perform an osteosynthesis on the tibia without the 
slightest sign of thrombosis appearing during the subse- 
quent course. 

As regards the cases in which the disease made its 
first appearance as a massive pulmonary embolism the 
treatment followed the same lines as those already 
described. During the first twenty-four hours, how- 
ever, we found it advisable to administer heparin 
(150 mg.) every four hours. The customary eupaverin 
treatment was not neglected.'* 

If a phlegmasia alba dolens was already manifest 
before the beginning of treatment (as was often observed 
in patients sent in by practitioners), this too did not 
materially influence the therapeutic rules that have been 
set down. Some of these cases responded quite as 
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Fig. 6.—An example ot heparin treatment in phlegmasia alba dolens: 
Patient gS at home for postpartum thrombosis. ter a few days 
pulmonary embolism of medium severity developed, and the patient was 
sent to the Mariestad Hospital. On admission, condition poor; she was 
dyspneic and very restless. Severe phlegmasia alba dolens in right leg. 
Phlebographic examination revealed total absence of a eep venous 
trunks. Thus, incipient thrombosis in both lower part of leg and thigh. 
Heparin treatment instituted. First days, doses large; after that suc- 
cessively reduced. Total heparin dose, 3,000 mg. Result: Stitch and 
restlessness disappeared after first injection. At end of two days, during 
which temperature had continued to rise, the fever rapidly subsided and 
all ‘local symptoms disappeared. On seventh day patient was symptom 
free and could get up. On tenth day she was discharged with only 
minimal signs of leg swelling. 


rapidly to heparin treatment as very early cases, while 
in others somewhat larger doses and a slightly prolonged 
period of treatment were found necessary (fig. 6). 


18, Eupaverin is a name for methylene-dioxy-benzyl-methyl- 
I ylene-dioxy a synthetic antispasmodic. 
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‘RESULTS OF TREATMENT WITH HEPARIN 
For a period of five years which began Oct. 1, 1940 
and ended Sept. 30, 1945, 209 cases of acute thrombosis 
of the deep veins of the leg were treated at Mariestad 
Hospital. In practically all cases the diagnosis was 
verified with the aid of phlebography. 
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Fig. 7.—An example of heparin treatment when the patient is pre- 
vented from getting up immediately after termination of heparin treat- 
ment: Five days after fracture of the tibia a rise in temperature and 
pulse rate, and thrombosis in lower part of fractured limb. Heparin 
treatment instituted. First day, 150 + 100 + 100 + 150 mg. After that, 
successively reduced doses. On fifth day (April 24) all local symptoms 
had vanished and temperature was normal. Normally the patient ought 
now to have got up. On account of fracture this was not possible. 
Instead, heparin in gradually diminishing doses was giveu, both morning 
and evening during first few days, then only in evenings, then every 
second evening, and finally every third evening. Nineteen days after 
onset of thrombosis, all risk of recurrence was considered to have passed, 
and patient was sent home to await normal healing of the fracture. 


Any judgment of the results should take cognizance 
of two questions: (a) On what grounds is the judgment 
to be made? (b) How can a suitable material for 
comparison be obtained ? 

With respect to the first question, it is generally 
known that the dangers hitherto existing from the 
thromboembolic disease are associated with the follow- 
ing factors: (1) A large group of the patients die of 
pulmonary embolism ; (2) the survivors have to lie 
in bed for a long time on account of their thrombosis 
and during this time have great distress and are espe- 
cially difficult to attend ; (3) in the majority of the cases 
the thrombosis involves incapacitating after-troubles. A 
newly introduced method of treatment must therefore be 
examined with regard to its effect on these three factors. 

As far as a suitable comparison material is concerned, 
this can be obtained from table 1, which has been 
drawn up after a comparative study of the largest series 
of conservatively treated cases of thrombosis that have 
been published, among them Robertson’s '* of no fewer 
than 2,196,841 surgical cases. The frequency figure 
for traumatic cases is derived from a recent analysis 
made by me *° showing that in such cases thrombosis 
is much commoner than has been supposed. Nonethe- 
less it seemed to me that the best picture of how the 
new method had worked would be obtained by making 
a comparison with material from the same hospital dur- 
ing another, sufficiently long, period during which the 
old, conservative method of treatment had been applied 
(table 2). An account follows of-a study on these 
lines, 

An analysis of the two series ‘with regard to the 
three factors according to which a comparison ought 
to be made shows the following : 
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MORTALITY 


Among 264 cases of thrombosis in the ten year series 
there were 47 deaths caused by pulmonary embolism. 
The thrombosis mortality was thus then 18 per cent, 
a figure that corresponds well with that given in table 1 
for surgical cases. During the five year period, on the 
other hand, only 3 of 209 thrombosis patients died. 
The mortality therefore dropped to 1.4 per cent. The 
mortality from pulmonary embolism among all patients 
admitted likewise fell from 0.2 per cent to 0.018 per 
cent. Only 3 patients died during the heparin period ; 
if the conservative procedure had been retained, it 
would have been necessary to reckon with 33 deaths, 
instead, during the same five years. 

As mentioned, however, there were 3 deaths. In 1 of 
these, which occurred at the very beginning of the 
series, the patient already had a far advanced thrombosis 
on admission to the hospital. On account of deficient 
experience she was not allowed to get up after comple- 
tion of the heparin treatment; she subsequently had 
a recurrence of her thrombosis and a few weeks later 
died of an embolism springing from a fresh thrombosis 
in the other leg. Another patient with peripheral 
thrombophlebitis was allowed to lie in bed without 
heparin treatment, a procedure we now know to be 
incorrect. In an insidious manner there developed 
a deep seated thrombosis, which caused the pulmonary 
embolism that killed the patient before recourse could 
be had to heparinization. The third patient was 70 
years of age, was greatly debilitated and had suffered 
a fracture of the neck of the femur and had an uncom- 
pensated organic heart defect. A massive thrombosis 


TaBLe 1.—Comparison of the Frequency and Mortality of 
Thrombosis in Certain Important Groups of Patients 


Mortality Total 
Frequency Mortality 
7) of from Thrombo- 
Thrombosis embolism 
After surgical operations.......... 1.61% 16.6% 0.26 % 
After parturitions................. 1.2 % 3.6% 0.033% 
Among internal cases,............. 2.1% 19 % 6.4 % 


After trauma to lower extremity.. (12 %) 


TaBLe 2.—Comparison of the Thrombosis Material at Mariestad 
Hospital, Sweden, During a Ten Year Period When an 
Old Fashioned Treatment Was Used and a Five Year Period 
When Heparin Treatment Was Used 


1929-1938 10/1/40-9/30/45 
Conservative Heparin 
atment Treatment 

Number of patients admitted............. 25,628 16,495 
Number of thrombosis cases.............. 264 200* 
Mortality among thrombosis cases....... 18% 14% 
Total mortality from thromboembolism. 0.2% 0.018% 


* Out of these, 79 patients (two fifths) were admitted because of 
thrombosis which had been contracted in their homes or at other 
hospitals but had not received any treatment. 


was discovered one evening and she was given a first 
heparin dose of 150 mg. Three hours later a pulmonary 
embolism suddenly appeared and she died within a few 
minutes. 

In the first 2 lethal cases technical errors, as we now 
view the matter, were committed. In the third the 
issue was fatal in spite of heparin. The 3 cases are 
naturally regrettable, but they do not alter the fact that 
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since heparin was introduced at Mariestad Hospital the 
mortality from pulmonary embolism has dropped to 
less than one tenth of what it was before. 

It deserves special mention that during the whole 
heparin period, five years, not a single postoperative 
death occurred from pulmonary embolism. During this 
period the number of operations was about 7,000. 

DECUBITUS 

The period during which a patient is compelled to 
remain in bed on account of his thrombosis has been 
made the subject of several investigations, among Others 
by Hellsten,*' Linde ** and Jorpes,** and may be regarded 
as determined. On an average it has amounted to 
six weeks, or about forty days. During the heparin 
period in Mariestad, on the other hand, all patients 
for whom the primary disease did not constitute an 
obstacle got up after an average period of 4.7 days. 
Thus the use of heparin shortened the period of atten- 
dance by thirty-five days. It should also be mentioned 
that the patients had no pain even during the few days 
they were confined to bed and, as previously pointed 
out, were not compelled to lie anxiously immovable 
but could move freely and were thus not in any way 
difficult for the staff to manage. 


Tas_e 3.—Results of Heparin Treatment at Mariestad Hospital 
Compared with Conservative Treatment 
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Conservative Heparin 

‘Treatment Treatment 
Mortality among thrombosis cases... 18% 1.4% 
Average duration of stay in bed...... 40 days 4.7 days 
Incapacitating after-effeets........... Serious None or very slight 


There is hardly need to stress the social significance 
of this improvement in the form of reduced hospital 
expenses, decreased claims on costly hospital beds and 
the early return of the patients to productive work, 


INCAPACITATING AFTER-EFFECTS 

Judging irom the experience gained at Mariestad 
Hospital, heparin exercises its chief effect by instantly 
stopping any further propagation of the thrombotic 
process. In an earlier work ® it was shown—inter alia, 
by means of cases in which repeated phlebography was 
undertaken—that the thrombosis never propagated 
beyond the upper limit that it had reached at the 
moment the first heparin injection was given. This 
circumstance proved to be of great significance not only 
immediately but also, and in a still higher degree, for 
the subsequent course. 

As was pointed out earlier in this paper, one of the 
not least harmful consequences of thrombosis consists 
in the serious after-effects that are as a rule involved. 
The social importance of the post-thrombotic leg ulcers 
and the amount of pain and risk of infection which 
accompanies the post-thrombotic state can hardly be 
overrated. In Sweden, for instance, Birger,** using 
statistical material from the State Pensions Bureau, has 
shown that so many new grants of life annuities are 
made each year on account of leg ulcers that, as a 
cause of disablement, this complaint outdistances such 
important illness groups as diabetes or tuberculosis of 
the bones and joints. 
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There seemed, however, to be a possibility of bringing 
about a change in this state of affairs with the aid of 
heparin, for in 149 of the Mariestad cases the throm- 
bosis was discovered so early that it was then still 
confined to the lower part of the leg, and the heparin 
then prevented it from propagating to the popliteal 
vein, the thrombotic obliteration of which appears to 
be the factor that determines the arising of post-throm- 
botic troubles. Consequently these 149 cases were in 
all probability saved from this fate. Of course, whether 
or not this will actually be the case can be determined 
definitely only after five or ten years, but we made 
a preliminary follow-up examination that clearly pointed 
in this direction. Among 78 patients in whom between 
two and five years had elapsed since they had their, 
heparin-treated thrombosis of the lower part of the leg, 
62 exhibited an absolutely normal leg, while 16 peri- 
odically had a slight swelling of the lower part. No 
case of severe swelling, induration, ulcer formation or 
pain occurred. 


SUMMARY OF THE RESULTS 

In table 3 a collection has been made of the results 
obtained from the method of treatment employed in 
Mariestad. With its aid the following were attained: 

1. The mortality from thromboembolism was decreased to 
less than oi tenth of what it had formerly been. 

2. The length of stay in bed was reduced from about forty 
days to less than five days. 


3. Incapacitating after-effects will probably not appear in 
the majority of the cases. 


It does not appear unjustifiable to assert that as 
far as the treatment of thrombosis is concerned a 
veritable reformation was in this way established at 
the hospital. 

In the course of years the treatment of thrombosis 
has been taken up on practically the same lines as in 
Mariestad by a number of clinics in Sweden. The 
results have been similar. An account of the total 
material will be given in another paper. 


COMPLICATIONS AND CONTRAINDICATIONS 

Among those who are not acquainted with the prop- 
erties of heparin there seems to be a tendency to believe 
that the use of this drug entails definite risks of bleed- 
ing. As against this it must be stated that the 
experiences gained at Mariestad Hospital were the 
diametrically opposite. On no single occasion did 
heparin give rise to either intra-abdominal, subcuta- 
neous or other serious hemorrhages, hardly even to 
small bleedings, and was not at all combined with any 
demonstrable tendency to bleed. 

The only complications of any kind that were observed 
consisted of a mild hematuria, which was observed in 
3 cases. There was a very moderate admixture of 
red blood cells in the urine. The condition lasted for 
only two days at most and was not followed by other 
signs of renal irritation. It passed off of itself without 
there being any need to break off the heparinization 
or even reduce the doses. In 2 other cases there was 
a mild hemarthrosis of the knee joint, which had been 
operated on for laceration of the meniscus. The throm- 
bosis appeared unusually early in these cases, i. e. two 
and three days respectively after the intervention, In 
both cases the heparin treatment, which had already - 
gone on a few days, was broken off without the throm- 
bosis flaring up as a result. Nor did any injury to 
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the knee joints arise. On the other hand, a case was 
observed in which a strongly positive Weber reaction 
in the feces changed to a negative one during the course 
of a heparin cure. 

From what has been said here and from the general 
experience gained it appears that, as against other 
anticoagulants, there are hardly any contraindications 
to the use of heparin as a treatment for thrombosis. 
This drug may doubtless be regarded as the body’s own 
preventive of coagulation, and diseases of the liver, kid- 
neys or other parenchymal organs are in no way badly 
influenced by its use. Puerperal bleeding was not 
affected, and existing traumatic hematomas were not 
enlarged. We were not afraid of heparinizing even 
patients bleeding from gastric ulcers; nevertheless, 
some caution should probably be exercised in cases 
of that kind. 

SUMMARY 

Investigations going on since 1938 and consisting in 
phlebographic examinations on nearly 600 patients, as 
well as coordinated clinical observations, gave evidence 
that acute thrombosis of the deep veins of the leg 
practically always (in 98 per cent) begins in the calf 
veins and from there propagates in the cranial direction. 

This knowledge makes possible a very early diagnosis 
of incipient thrombosis. At the least suspicion the 
examination can at once be directed toward the lower 
part of the leg. The clinical signs of thrombosis there 
are now becoming known. ‘The diagnosis should if 
possible be verified by phlebography. 

As soon as the diagnosis has been made, treatment 
should be instituted. The method that I introduced 
consisted in giving these patients an intensive heparin 
treatment. Forceful active leg movements were insisted 
on from the first day. The patients were made to leave 
bed one day before the heparin cure was terminated. 

This plan of treatment was followed for more than 
five years; 209 cases of acute deep leg thrombosis were 
treated. There was no death front postoperative pul- 
monary embolism. Three fatal cases were recorded 
among the patients not operated on; 206 cases were 
cured. In these, fever, leg swelling and pain disap- 
peared so rapidly that the patients were able to leave 
bed after, on an average, 4.7 days. 

In comparison with material treated in the old, con- 
servative way, heparin treatment resulted in depressing 
the mortality to less than one tenth and in reducing 
the time of staying in bed from the previously customary 
forty days to about five days. 

There seems to be every probability that heparin- 
treated patients will, as a rule, escape those trouble- 
some after-effects, which, according to our experience, 
regularly appear. in conservatively treated thrombosis 
patients and consist in permanent swelling of the leg 
and, later on, brown induration and ulcers. 


Neglecting the Distant Consequences.—Human wisdom 
fails most conspicuously in passing judgment and acting on 
immediate needs and in neglecting the distant consequences. 
This is intellectual shortsightedness—mental myopia. Man— 
that is, the human race—has dwelt on this earth at least a 
million years. It seems to me it is high time that those who 
would be wise should look ahead as to the consequences of their 
individual, national and international actions, not only today and 
tomorrow, but a hundred, a thousand, a hundred thousand years 
ahead.—Carlson, A. J.: Is There “A Standard to Which the 
Wise and the Honest Can Repair?” Science 103:377 (March 29) 
1946. 
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EFFECT OF ANTEPARTUM VITAMIN K 
ON RETINAL HEMORRHAGE 


HAROLD F. FALLS, M.D., and HARRY N. JUROW, M.D. 
Ann Arbor, Mich. 


Does the antepartum administration of vitamin K 
influence the incidence of retinal hemorrhage in the 
newborn? Recent research in the field of hemérrhagic 
diathesis has proved the frequency of hemorrhages 
occurring in the newborn. Hypoprothrombinemia was 
suggested by Lucas, Dearing, Hoobler, Cox, Jones and 
Smyth ' as the possible etiologic factor of bleeding ten- 
dencies in the newborn. With the advent of an accurate 
and simple method of blood prothrombin determination, 
much information concerning so-called hemorrhagic 
diseases of the newborn became available. It is to be 
recalled that a fall occurs in the prothrombin con- 
centration of infant blood during the first few days 
of life.’ This drop begins about the second and con- 
tinues to the fifth day of life.* Infant bleeding develop- 
ing during this period has been attributed to this 
lowered blood prothrombin level. Maumenee, Hellman 
and Shettles® observed that retinal hemorrhages 
appeared more frequently in newborn infants having 
lower prothrombin levels than in infants with normal 
levels. ‘The same authors maintained that the incidence 
of retinal hemorrhages could be reduced materially by 
the administration of vitamin K to the mother during 
labor. Maumenee and his co-workers also held that 
if vitamin K was given prior to the onset of labor 
the incidence of hemorrhage could be practically elimi- 
nated. Hellman, Moore and Shettles® were able to 
elevate the blood prothrombin level in infants by feeding 
vitamin K directly to the infant or by the administration 
to the mother prior to delivery. Sharp,, Konder Heide 
and Good * attributed a curative effect of vitamin K 
in the hypoprothrombinemic states. The early enthu- 
siasm accorded vitamin K as a preventive of infant 
bleeding has been dampened by more recent investi- 
gation. Sanfofd, Schmigelsky and Chapin reported 
that they had been unable to show that hemorrhagic 
manifestations in the newborn were associated with a 
prothrombin deficiency. They also maintained that the 
incidence of such hemorrhages does not appear to be 
lessened by the administration of vitamin K. Maumanee 
and his associates ° were unable to establish a correlation 
between the extent of retinal hemorrhage and the degree 
of hypoprothrombinemia. 


From the Department of Ophthalmoiogy and the Departmeat of 
Obstetrics and Gynecology, University of Michigan Hospital. 

Dr. Norman F. Miller, professor of obstetrics and gynecology, Uni- 
versity of Michigan Medical School, gave advice in the preparation of 


this paper. 
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PROCEDURE 

The fundi of 432 consecutive infants were examined 
at the Maternity Clinic of the University of Michigan 
Hospital twenty-four to forty-eight hours after birth. 
Homatropine 0.5 per cent was employed as the mydri- 
atic and was instilled in both eyes at intervals of five 


TABLE 1.—Multiparas versus Primiparas 


Percentage of 


Groups Retinal Hemorrhages 
Multiparas 
ived no vitamin 61.5 
Received vitamin 25.3 
Primiparas 
Received no vitamin 23.0 
Received vitamin 37.7 


TaBLe 2.—Duration of Labor 


Groups Not Receiving Vitamin K Duration of Labor 


Without 9.8 hours 
Groups Receiving Vitamin K 
Without 12.6 hours 


minutes until sufficient dilatation was present to permit 
adequate funduscopy. The fundi were examined one- 
half hour before the 2 p. m. feeding of the infants. 
Throughout the entire study the ophthalmologist was 
not permitted to know which infant’s mother had or 
had not received vitamin K. The fundi were examined 
within twenty-four to forty-eight hours after birth, since 
many superficial flame shaped retinal hemorrhages dis- 
appear within that period. Fundi exhibiting hemor- 


rhagic changes were followed daily until the retinas. 


were clear. Normal fundi were followed for seventy- 
two hours. No attempt was made to classify the retinal 
hemorrhages as to extent, type or shape. 

Eighty-three of the 432 cases were followed by deter- 
mining the prothrombin time of the infants seventy-two 
hours after birth and again at nine days after birth. 
The technic employed was the microniethod of Kato.° 


3.—Retinal Hemorrhage 


Number Retinal Hemorrhages 


r 
Patients Number Percentage 


Received vitamin 151 47 81.1 
Did not receive vitamin K............... 94 32.4 


TABLE 4.—Prothrombin Time Without Vitamin K 


Number Average 
of Prothrombin 
Cases Time 
Received no vitamin K 
No retinal hemorrhage............ 33 17% 
With retinal hemorrhage.......... 17 WI 


HEMORRHAGE—-FALLS AND JUROW 


Commercially prepared thromboplastin was employed 
for the test, and this preparation was checked each day 
against a known normal blood prior to determining the 
prothrombin time of the infant. ; 

The prothrombin time was checked in infants (1) 
from mothers who had received no supplementary 
vitamin K and (2) from mothers who received vitamin 


9. Kato, Katsuji: Microprothrombin Test with Capillary Whole Blood: 
eS ET of Quick’s Quantitative Method, Am. J. Clin. Path, 10; 147 
eb. 40. 
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K in various amounts. For the most part the mother 
received this medication in the form of menadione 
tablets orally, 1 to 2 mg. every three to four hours 
during labor. Some mothers received 2 mg. of 
“Synkamin” !° orally every day for a period varying 
from two to twenty-two days before delivery. 


OBSERVATIONS 

The data obtained by this study were classified as 
to effect on the incidence of retinal hemorrhages in the 
newborn and also in relation to the age of the mother, 
multiparas versus primiparas, duration of labor, method 
of delivery, position of the fetus, sex of the baby, weight 
of the baby and the type of maternal pelvis. 


HEMORRHAGIC INCIDENCE CORRELATED WITH 
MATERNAL AGE 

The average age of the group of mothers whose 
infants displayed retinal hemorrhages was 24.5 years, 
whereas that of the group not displaying retinal hemor- 
rhages was 25.4 years. Whether vitamin K was admin- 
istered or not, the age of the mother bore no signifi- 
cant relation to the incidence. of retinal hemorrhages in 
the newborn. 


MULTIPARAS VERSUS PRIMIPARAS 
Table 1 tends to indicate that vitamin K administered 
to multiparas reduces the incidence of retinal hemor- 
rhage, while in primiparas the incidence of hemorrhage 
tends to increase. These findings are not entirely clear. 


TaBLe 5.—Prothrombin Time with Vitamin K 


Number Average 
Prothrombin 
Cases Time 
Received vitamin K 
No retinal hemorrhage............ 25 89% 
With retinal hemoirhage.......... 92% 


They can be partly explained by the fact that the two 
groups were not homogeneous, since the group which 
received vitamin K was made up of 57 per cent mul- 
tiparas while the group not receiving vitamin K was 
only 31 per cent multiparas. 


RELATIONSHIP OF THE DURATION OF LABOR 
AND RETINAL HEMORRHAGE 


The average length of labor in groups with and 
without retinal hemorrhage was 10.4 hours and 10.7 
hours respectively. Breaking this down further, table 2 
shows that the length of labor has no definite relation- 
ship to retinal hemorrhage. 


METHOD OF DELIVERY, POSITION OF FETUS AND TYPE 
OF MATERNAL PELVIS IN RELATION TO INCI- 
DENCE OF RETINAL HEMORRHAGE 


An analysis of the method of delivery, the birth 
position of the fetus and the type of maternal pelvis 
indicates that there is no significant relationship between 
these factors and the incidence of retinal hemorrhages. 
This holds true whether vitamin K was administered 
or withheld. In both groups the incidence of retinal 
hemorrhage is slightly greater in difficult deliveries than 
in normal ones. The difference, however, is of no 
statistical significance. 


SEX AND BABY WEIGHT IN RELATION TO 
RETINAL HEMORRHAGE 
No evidence is present that retinal hemorrhage is 
correlated to the sex of the baby. The average weight 
of the newborn was 3,378 Gm. in the group displaying 
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retinal hemorrhages and 3,295 Gm. in the group without 
retinal hemorrhages. No evidence of any vitamin K 
influence is noted in these groups. 


EFFECT OF VITAMIN K ON TOTAL INCIDENCE 
OF RETINAL HEMORRHAGE 
The results of our series of 432 cases are expressed 
,in table 3. A difference of 1.3 per cent in the incidence 
of retinal hemorrhage in the two groups can hardly be 
called significant as to the effectiveness of vitamin K. 


KELATION OF PROTHROMBIN TIME AND 
RETINAL HEMORRHAGES 

Prothrombin time was determined in 83 infants of 
this series. Although the group was relatively small, 
we believe that certain facts stand out sufficiently to 
warrant their presentation. 

In this series of 83 cases the average infant pro- 
thrombin time, seventy-two hours after birth, was 82.5 
per cent, while at nine days post partum it had risen to 
93.3 per cent. The instances in which the mother 
received no vitamin K averaged 77.6 per cent and 93.0 
per cent for the seventy-two hour and wine day interval 
respectively. The instances in which the mother received 
vitamin K showed the infant prothrombin time aver- 
aging 87.3 per cent and 93.6 per cent at seventy-two 
hours and nine days respectively. Thus there was a 
significant elevation (about 10 per cent) in the seventy- 
two hour prothrombin level in infants whose mothers 
received vitamin K. By the ninth postpartum day the 
prothrombin time levels off, except in cases in which 
severe hypoprothrombinemia exists. 

In the group of 83 mothers, 50 received no vitamin K. 
As shown by table 4, the difference of the average 
prothrombin time of these infants, whether retinal 
hemorrhage was present or not, is only 2 per cent: 

Thirty-three patients in this group received vitamin K. 
The results are presented in-table 5. The difference in 
the average prothrombin time in the infants with and 
without retinal hemorrhage is merely 3 per cent. 

This difference of 2 per cent and 3 per cent in the 
two groups is well within the limits of error as far as 
prothrombin time determinations are concerned. 


COMMENT 

It is to be emphasized that the observations made in 
this paper have been solely devoted to hemorrhages 
seen at birth or within the first forty-eight hours there- 
after. If all bleeding seen in the newborn constitutes 
hemorrhagic disease of the newborn (as has been inti- 
mated by much of the literature), then one must specify 
these hemorrhages as the “early type” in contradis- 
tinction to the “delayed type.” In following the retinal 
hemorrhages from day to day it was significantly noted 
that their absorption occurred very rapidly, leaving little 
or no trace. In fact, it was necessary to observe the 
majority of the fundi within the first twenty-four hours 
in order to be accurate regarding the true incidence of 
retinal hemorrhages. This is important, as one would 
actually anticipate a persistence and possible increase 
in the number of retinal hemorrhages after forty-eight 
hours if hypoprothrombinemia were the sole etiologic 
factor, this in the light of repeatedly observed decrease 
in the prothrombin level of the infant’s blood during the 
second, third and fourth days of life.* 

In discussing the etiology of hemorrhage, one must 
recall that there may be an alteration of the integrity of 
the vascular endothelium. Hypoprothrombinemia ean- 
not be conceived as effecting an endothelial change. 
Actual trauma and anoxia seem to be the more impor- 


tant factors in the production of hemorrhages in the 
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retina of the gewborn. The opportunities for anoxia 
and trauma in the passage through the birth canal are 
myriad and well accepted. Since the great majority 
of infants have essentially normal prothrombin levels 
at birth, it would not seem that the hypoprothrombi- 
nemia is of much importance in the etiology of retinal 
hemorrhages. The determination of infant prothrombin 
content has been reported in values below those found 
in the maternal blood, yet well above the danger levels. 
Most infants have rapid coagulation times which have 
no correlation to their prothrombin levels. 

This study offers support to the fact that vitamin K 
administration raises the prothrombin level in the new- 
born during the physiologic decline of the prothrombin 
content and may play a role in prevention of certain 
hemorrhages. Issue is, however, taken with the 
reported findings that antepartum vitamin K adminis- 
tration materially reduces the incidence of retinal and 
other tissue hemorrhages. We agree with Sanford, 
Schmigelsky and Chapin*® that vitamin K given ante 
partum does not reduce the incidence of retinal hemor- 
rhages in the newborn. 


CONCLUSIONS 
1. Vitamin K administered either ante parwin or 
intra partum does not reduce the incidence of retinal 
hemorrhages in the newborn. 
2. Vitamin K thus administered raises the infant 
prothrombin time during the physiologic decline. 


771 Fisher Building, Detroit 2. 


RELATION OF TOBACCO SMOKING TO. 
ARTERIOSCLEROSIS OBLITERANS IN 
DIABETES MELLITUS 


LEONARD A. WEINROTH, M.D. 
and 
JOSEPH HERZSTEIN, M.D, 
New York 


Our purpose in this study was to determine the rela- 
tive incidence of occlusive arterial disease in diabetic 
patients who smoked tobacco as compared with similar 
patients who abstained from its use. Any factor, like 
tobacco, which may affect the circulation is of especial 
importance to the diabetic. As we have recently 
reemphasized,' the incidence of peripheral vascular dis- 
ease in diabetes mellitus is high. On this account the 
diabetic patient is often incapacitated by intermittent 
claudication, ulcers, gangrene and amputations. As 
Joslin? says, “An elucidation of the relative impor- 
tance of the various factors contributing to its [occlusive 
vascular disease] causation, together with improve- 
ments in our methods of preventing and of treating 
these complications when they arise, represent perhaps 
the most urgent need in diabetic treatment today.” 


SCOPE OF THE WORK 
The clinical material available for our study com- 


prised 301 male diabetic patients chosen at random in 
the diabetic clinic. A few were in the wards of the 


From the Peripheral Vascular Disease Clinic and the Metabolism 
Clinic, Mount Sinai Hospital. ‘ 

Dr. Samuel Silbert, chief of the Peripheral Vascular Disease Clinic 
of the Mount Sinai Hospital, offered helpful criticism. Dr. Franklin 
Hollander assisted with the statistical evaluation of the observations. 

1. Herzstein, J., and Weinroth, L. A.: Arteriosclerotic Peripheral 
Vascular Disease in Diabetes, Arch. Int. Med. 76: 34-38 (July) 1945. 

. Joslin, E. P.; Root, H. F.; White, Priscilla, and Marble, Alexander: 
Treatment of Diabetes Mellitus, Philadelphia, Lea & Febiger, 1940, p. 419. 
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Mount Sinai Hospital. The ages ranged from 16 to 
88 years. The investigation was limited to males, 
because few of our female patients were smokers. 

The patients were questioned about their smoking 
habits in order to fit them into classifications of non- 
smoker and light, moderate or heavy smoker. 


TaBLe 1.—Arteriosclerosis Obliterans in Relation to Smoking 


Nonsmokers Smokers 
Total number of patients.......... R83 218 
Arteriosclerosis obliterans 
Chi square = 10.08; n * 1; P = 0.15%. 


Symptoms referable to the lower extremities were 
carefully investigated in order to evaluate those due to 
intermittent claudication in contradistinction to those of 
orthopedic, arthritic or neuritic origin. The lower 
extremities were examined by palpation of the arteries. 
The dorsalis pedis, anterior and posterior tibial, poplit- 
eal and fenioral arteries were palpated. In approxi- 
mately two thirds of the patients oscillometric studies 
were made. 

When there was no intermittent claudication and the 
vessels in both extremities were open, the patient was 
considered as not having arteriosclerosis obliterans. 
Also, if the dorsalis pedis pulse alone could not be 
felt, no abnormality was diagnosed. This pulse is not 
palpable in about 5 per cent of normal persons. When 
there was no pulsation in one or several of the other 
arteries the patient was considered to have occlusive 
vascular disease. Ruling out thromboangiitis obliterans 
and embolism, we assumed that when thrombosis was 
present it was on an arteriosclerotic basis. We divided 
our patients into two groups, namely those with or 
‘those without arteriosclerosis obliterans. 

This method of appraisal is not presumed to reveal 
the exact condition of the arteries. Patients may have 
x-ray evidence of arterial calcification and yet have 
no symptoms because of sufficient patency of their 
vessels. Again, some arteries may become thrombosed 
in the presence of minimal clinical evidence of arterio- 
sclerosis while others remain open in spite of extensive 
pathologic change. 


TaBLe 2.—Arteriosclerosis Obliterans in Various Age Groups 


Nonsmokers Smokers 

A... hie 

Total 

in Age No. in Condition No. in Disease Disease 

Age Group Group Group Present Group Present Absent 

Under 29 years..... 20 4 0 16 4 (25% ) 12 
| ares 12 3 0 9 3 (33.3%) 6 
a 26 . 1 (12.5%) 28 13 (46.4 15 
SO 27 6 (22.2%) 53 30 (56.6 23 
97 24 12 (50% ) 73 49 (67.1%) 24 
ae m6 17 12 (70.6%) 39 7 (69.2%) 2 


INCIDENCE OF PERIPHERAL VASCULAR DISEASE 

In Relation Age—Among the entire group of 
301 patients Pll were 83 smokers and 218 non- 
smokers. The average age for the two groups was 
similar. As shown in table 1, 37.3 per cent of the 
nonsmokers had arteriosclerosis obliterans as against 
57.8 per cent of the smokers, a difference of 20.5 per 
cent favoring the nonsmokers, 
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When the factors of smoking and vascular closure are 
tabulated according to ascending age groups (table 2) 
they show, as one might anticipate, an increasing inci- 
dence in successive decades. Among the older patients 
more arteriosclerotic vascular disease was expected and 
found. In the group of patients aged 70 or more the 
same incidence of disease occurred, about 70 per cent 
in each group. However, in the decades before this 
it will be noted that there were fewer patients with 
thrombosed vessels among the nonsmokers. In the 
decade 50-59 years, which presented a fairly large 
group of patients, the number with thrombosed vessels 
was approximately half as great in the nonsmokers as 
compared with the smokers. 

Because of the relatively small number of nonsmokers 
in the younger age groups we have condensed table 2 
into two large groups, eliminating the age group of 
70 and over. The data appear in table 3. As in table 1, 
the figures indicate a smaller proportion of patients 


TasLe 3.—Arteriosclerosis Obliterans by Age Groups 
(Condensation of Table 2) 


Nonsmokers Smokers 
Total 
in Age No. in Condition No. in Condition 
Age Group Group Group Present Group Present 
Up to 49 years......... 68 15 1 ( 6.7%) 53 20 (37.7%)* 
51 18 (35.8%) 126 79 (62.7%)t 
aa 245 66 19 (28.8%) 179 99 (55.8%) 


‘hi square = 5.29; n = 1; P = 2.2%. 
‘hi square = 11.01; n = 1; P = 0.09%, 


* 


Tas_e 4.—Arteriosclerosis Obliterans in Relation to 
Amount of Smoking * 


Total Number Condition 

of Patients Present 
LAght 37 20 (55.0%) 
Moderate R2 45 (54.9%) 


* In this and in subsequent tabies the total number of patients in each 
group is less than in the preceding tables owing to the incompleteness of 
all the records in some of the factors other than the presence of arterio- 
sclerosis obliterans. The actual percentage incidence of this condition in 
the smoker and nonsmoker groups remains practically unaltered. 


with thrombosed vessels among nonsmokers. Tables 1 
and 3 have been submitted to careful analysis to 
determine their statistical significance. The calculations 
indicate that the correlations are significant and are 
not due to chance sampling. The probability figures 
supplied by Dr. Franklin Hollander of the Gastro- 
enterology Research Laboratory of the Mount Sinai 
Hospital appear in tables 1 and 3. 

In Relation to Grade of Smoking.—A patient who 
smoked up to 5 cigarets a day was considered a light 
smoker. Those who smoked from 5 to 15 cigarets a 
day were placed in the group of moderate smokers. 
The heavy smokers were those. who smoked more 
than 15 cigarets each day. When the patient smoked 
cigars or a pipe the amount of tobacco used was a 
gage in the classification. An analysis of the possible 
effects of degree of smoking as revealed.in table 4 did 
not show any significant difference between heavy 
smokers and light or moderate smokers. It is possible 
that real differences might be lost because of the diffi- 
culty of making truly quantitative subdivisions of grade 
of smoking. 
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As shown in table 5, among the smokers from whom 
the information was obtained there is a possible sug- 
gestion that a prolonged period of smoking may be 
associated with increased vascular disease. 

In Relation to Duration of Diabetes —It is to be 
expected that patients who have diabetes for a long time 
will be more likely to have peripheral arterial disease, 
some metabolic factor operating here presumably to 
induce it. Should smoking aggravate the condition, 
then people with diabetes even of short duration might 
experience more involvement if they smoked. That 
this is the case is suggested in table 6. In the non- 
smokers arteriosclerosis obliterans tends to be slightly 
less frequent than in the group of smokers. There 
were 105 patients with diabetes up to five years in 
duration. For the group as a whole the incidence of 
arteriosclerosis obliterans was 44 per cent. For the 
nonsmokers in the group the incidence was less, namely 
23 per cent. Among the smokers the incidence was 
much higher, namely 53 per cent. 


TaBLe 5.—Arteriosclerosis Obliterans and Years of Smoking 


Number of Condition 
Number otf Years Patients Present 
24 14 


TABLE 6.—Arteriosclerosis Obliterans in Relation to Duration 
of Diabetes and Smoking 


Nonsmokers Smokers 
Total Total 
 Numberof Condition Numberof Condition 
Years’ Duration Patients Present Patients Present 
Under 3 years..........000. 22 4 (18.2%) 60 81 (51.7%) 
3 (37.5%) 15 8 (53.3%) 


In Relation to Severity of Diabetes—Depending on 
such factors as blood sugar levels and insulin require- 
ments, the patients were classified according to the 
severity of their illness as having mild, moderately 
severe and severe diabetes. In table 7 it is seen that 
in each grade of severity of diabetes the percentage 
involvement with arteriosclerosis obliterans is less 
among the nonsmokers. We had more patients with 
mild and moderately severe diabetes than with severe 
diabetes. When the first two types are grouped 
togeth@r, 36 per cent of the nonsmokers had occluded 
vessels as against 60 per cent for the smokers. 

In Relation to Degree of Diabetic Control—From 
the figures in table 8 which show the relation between 
arteriosclerosis, adequacy of control and smoking, it 
appears that there is a penalty for smoking. Among 41 
well controlled diabetic patients who did not use tobacco 
13, or 31.8 per cent, had occluded vessels. Among 117 
similarly well controlled patients who were smokers 67, 
or 57.3 per cent, were affected by the condition. The 
patients whose diabetes was only under fair control had 
about the same incidence of arteriosclerosis obliterans 
whether they smoked or not. However, a difference 
did exist in the group of poorly controlled patients. 
Here the nonsmokers had less arteriosclerosis obliterans 
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than the smokers. Five out of 19 poorly controlled 
nonsmokers, or 26.3 per cent, had occluded vessels. In 
a corresponding group of 40 poorly controlled patients 
who smoked 20, or 50 per cent, had closed peripheral 
arteries, 


TasLe 7.—Severity of Diabetes and Arteriosclerosis 
Obliterans and Smoking 


‘ similar build. 


Nonsmokers Smokers 
A. 
Tota 
Number of Condition Numberof Condition 
Severity of Disease Patients Present Patients Prescat 

45 15 (34.9%) 109 67 (61.5%) 

Moderately severe......... 19 7 (36.8%) 63 37 (58.7%) 
10 2 (20.0%) 36 12 (33.3%) ° 


TABLE 8.—Control of Diabetes, Arteriosclerosis Obliterans 
and Smoking 


Nonsinokers Smokers 
Total Total 
Number of Condition Numberof Condition 
Patients Present ients Present 
41 13 (81.8%) 117 67 (87.3%) 
19 5 (26.8%) 40 20 (50.0%) 


In Relation to Obesity —The factor of obesity in our 
patients was gaged by an appraisal of their past and 
present weights. The thin men and those who did not 
weigh more than 150 pounds (68 Kg.) were considered 
nonobese. On the basis of obesity alone we found periph- 
eral vascular disease as frequently in the nonobese 
as in the obese. The figures for the added factor of 
tobacco smoking appear in table 9. Among nonobese 
diabetic patients alone, those who did not smoke experi- 
enced less arteriosclerosis obliterans than those who did. 
The percentage incidence for the thin or normal weight 
nonsmokers was 35.7 as against 53.2 for smokers of 


TABLE 9.—Obesity and Arteriosclerosis Obliterans 
and Smoking 


Nonsmokers Smokers 
Aq. 
Total Total 
Number of Condition Numberof Condition 
Type Patients Present Patients Present 

Never obese..............08 28 10 (35.7%) 77 41 (53.2%) 
Obese at time of examina- 

tion or previously....... 44 14 (81.8%) 132 77 (08.3%) 


TaBLe 10.—Hypertension and Arteriosclerosis Obliterans 
and Smoking 


Nonsmokers Smokers 
A 
Total Total 
Number of Condition Numberof Condition 
Group Patients Present Patients Present 
No hypertension........... 37 10 (27.0%) 112 535 {i.1%) 
Hypertension present,..... 14 (42.4%) 60 (64.5%) 


In our series of patients there were 176 
men who were obese at one time or another. Taking 
this group as a whole, 52 per cent had arteriosclerosis 
obliterans. When these obese patients are considered 
in the light of their smoking habits, less arteriosclerosis 
obliterans was found in those who abstained irov the 
use of tobacco. Out of 44 obese nonsmokers 14. or 
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31.8 per cent, had occluded vessels, which is less than 
the figure of 52 per cent for the obese group as a 
whole. Among 132 obese patients who did use tobacco 
77, or 58.3 per cent, had occluded vessels, a figure 
which is 26.5 per cent higher than that for the non- 
smokers of similar constitution. 

In Relation to Hypertension—We used a systolic 
tension of 150 mm. and a diastolic of 90 mni. to separate 
the hypertensive from the nonhypertensive patients. On 
the basis of arterial tension alone the hypertensive 
patients had a somewhat higher incidence of arterio- 
sclerosis obliterans. For the patients without hyper- 
tension the incidence was 44 per cent as against* 58.7 
_ per cent among the patients with hypertension. Adding 
the factor of smoking (table 10), the figures become 
altered in a direction favoring the nonsmokers in each 
group. Among 37 patients without hypertension who 
abstained from the use of tobacco 10, or 27 per cent, had 
occluded vessels. Among 112 patients with similar 
arterial tension but who did use tobacco there were 
55, or 49.1 per cent, who had closed vessels. Turning 
to the hypertensive patients a similar condition favoring 
the nonsmokers was found to exist. Nonsmokers in 
- the hypertensive group had an incidence of 42.4 per 
cent of arteriosclerosis obliterans, while smokers in the 
hypertensive group experienced a percentage of 64.5 
for the condition. 

COMMENT 

Our findings indicate a significantly higher incidence 
of occlusive vascular disease in diabetic patients who 
_smoked tobacco as compared with diabetic nonsmokers. 
This held true in all decades up to 70 years. 

In searching through the literature we find a paucity 
of references on the possible relationship between smok- 
ing and the incidence of thrombosis of the peripheral 
arteries. Whereas it is generally admitted that smok- 
ing because of its vasoconstrictor effect is harmful to 
patients who already have arteriosclerotic peripheral 
vascular disease, tobacco is not believed to be a con- 
tributing factor in its causation. 

Several workers have reported such a link on the 
basis of animal experiments, but, as Thienes and Butt * 
_ point out, most of the tests were inadequately controlled. 
In this connection Thienes and Butt * suggest that the 
acute peripheral vasoconstriction associated with tobacco 
smoking might exaggerate the effects of existing vascu- 
lar disease. Blotner* reported a fatal case of diabetic 
gangrene in a man aged 34 who smoked 60 cigarets a 
day and thought that the patient’s excessive smoking 
might possibly have precipitated the gangrene which 
ensued, 

Recent work done mostly on healthy persons shows 
almost uniformly that tobacco smoke produces vaso- 
constriction, elevation of the blood pressure and an 
increase in pulse rate. Graybiel, Starr and White,’ 
among. others, noted the lowering and inversion of 
T waves in the electrocardiogram during smoking tests. 

Ralli and Oppenheimer® presented evidence of 
peripheral vasoconstriction during smoking with a rise 


in blood pressure and onset of precordial pain in 
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patients with “tobacco angina.” Hines and Roth‘ 
found that a rise in blood pressure occurred in the 
majority of persons given a standard smoking test. 
Excessive rises were noted in individuals with hyper- 
active vascular systems as measured by cold pressor 
tests. Short and Johnson * compared the reactions to 
tobacco smoke with those induced by epinephrine and 
found the reactions parallel, both causing « rise in pulse 
rate, blood pressure and blood sugar. Curiously enough 
this slight rise in blood sugar was thought by Haggard 
and Greenberg ° to be the source of the smcker’s gratifi- 
cation. In animals injected with nicotine they noted 
a rise in bloed sugar and respiratory quotient when 
these values were low. 

The peripheral vasoconstricting action of tobacco 
smoking in man has been repeatedly demonstrated. 
Simici and Marcu’ presented plethysmographic data 
showing the vasoconstrictor action of tobacco smoke. 
Wright and Moffat‘ found that after smoking there 
occurred a decided drop in surface temperature of the 
tips of the fingers and toes. They also noted a frequent 
slowing and stoppage of the blood flow in capillaries of 
the nail fold. The length of time the subject had been 
a smoker and number of cigarets habitually smoked 
daily had no determinable effect on the degree of tem- 
perature drop. Moyer and Maddock '* also induced 
skin temperature fall after smoking, with no signifi- 
cant difference in response between light and heavy 
smokers. Johnson and Short,’* Maddock and Coller,'* 


‘ Weatherby '® and Roth, McDonald and Sheard '* were 


able to demonstrate a drop in skin temperature conse- 
quent to tobacco smoking. 

We have,been unable to find any statistical reports 
with which we could compare our observations. There 
aré however several contributions which relate smoking 
and age groups to coronary artery disease. White and 
Sharber found no statistical relationship between 
tobacco smoking and angina pectoris. They did believe, 
however, that in occasional instances the use of tobacco 
might precipitate an attack. 

Glendy, Levine and White’* stated that among 
88 patients below 40 years of age suffering from coro- 
nary artery disease 93 per cent were smokers. English, 
Willius and Berkson '* found that in age groups 40-49 
and 50-59 there was a significantly greater incidence of 
coronary artery disease among smokers as compared to 
sunilar nonsmoking controls. Beyond 60-years of age 
no noteworthy difference was observed. Willius *° 
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remarks elsewhere that tobacco has its greatest damag- 
ing possibilities in the younger age groups. Interestingly 
enough Pearl*' in his investigation of smoking on 
longevity came to the conclusion that up to the age of 
70 nonsmokers outlive smokers. Beyond this age smok- 
ing tobacco had no influence on longevity. 
The mechanism of the increased frequency of occlu- 
sive arterial disease which we have noted in diabetic 
smokers is not clear. It is conceivable that over a 
period of time by virtue of its vasoconstrictor effect an 
already constricted arteriosclerotic vessel may become 
still further narrowed. Such encroachment on the 
lumen would favor thrombus formation. It is also 
conceivable that functional constriction of an artery may 
increase the tendency to rupture of an atheromatous 
plaque or to a hemorrhage into it with subsequent 
thrombosis. 

SUM MARY 
In a group of 301 male diabetic patients a significantly 
higher incidence of thrombosed peripheral arteries was 
found in smokers as compared with abstainers from 
tobacco. 
This condition existed among those who had diabetes 
for less than five years as well as in those with diabetes 
of longer duration, Regardless of such factors as 
severity of the illness, adequacy of control, presence of 
obesity, or hypertension, a lower frequency of arterio- 
sclerosis obliterans prevailed in general among non- 
smokers. 


1148 Fifth Avenue—115 East Ninety-Second Street. 


RHEUMATIC FEVER IN NAVAL ENLISTED 
PERSONNEL 


lll. The Physiologic and Toxic Effects of Intensive Salicylate 
Therapy in Acute Cases 


COMMANDER R. C. MANCHESTER (MC), U.S.N.R. 


Acute rheumatic fever in young adults, either in naval 
service ' or in civilian life,? begins primarily as an acute 
infection exhibiting acute polyarticular arthritis as the 
major manifestation. Intensive salicylate therapy, when 
instituted early in the acute phase,* following the princi- 
ples outlined by Coburn,’ successfully suppresses infec- 
tion in such cases. The incidence of polycylic recrudes- 
cences and residual chronic infection is materially 
reduced. Cardiac residua are prevented if therapy is 
instituted before significant clinically recognizable car- 
ditis has appeared and already existing carditis 1s 
favorably influenced. 

In applying Coburn’s therapeutic regimens to young 
men, 10 Gm. or more of salicylates, given intravenously 
or orally, is usually required. Even smaller doses are 
known to depress plasma prothrombin, induce altera- 
tions in acid base equilibrium and precipitate serious 
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toxic reactions. Therefore the safe yet effective appli- 
cation of the method hinges on the dosages required, 
the physiologic and toxic effects of such dosages, the 
incidence of serious toxic reactions and means for their 
avoidance. An analysis of these factors is presented in 
this paper. 
PLAN OF STUDY AND METHODS 
The group for study comprised 54 young men who 
were afflicted with acute rheumatic fever. Each patient 
exhibited a temperature of 100 F. or over and acute 
articular and/or visceral manifestations when therapy 
was instituted. Thirty-five patients received 10 Gm. of 
sodium salicylate in a liter of saline solution or Ringer’s 
lactate solution intravenously daily for four to ten days, 
followed by oral therapy. Nineteen additional patients 
received oral therapy throughout the course of treat- 
ment. Intravenous medication was begun at 9 a. m. and 
completed at 3 p. m., requiring six hours for administra- 
tion. Oral medication consisted of between 10 and 
12 Gm. of acetylsalicylic acid or sodium salicylate daily, 
usually in conjunction with 8 Gm. of sodium bicarbonate 
and was given in equally divided doses each four hours. 
Blood salicylates were determined on serum by the 
method of Brodie, Undenfriend and Coburn.® Quick’s 
method * was employed for prothrombin clotting time. 
Values are expressed in percentages of normal control 
bloods analyzed at the same time. Plasma carbon 
dioxide combining power was used as an index of altera- 
tions in acid base balance and was determined by Van 
Slyke’s gasometric method.* 


OBSERVATIONS FROM LITERATURE AND RESULTS 
OF STUDY 


1. Blood Salicylate Values on Different Regimens.— 
Coburn * observed that minimum plasma salicylate levels 
of 35 mg. per hundred cubic centimeters were required 
to suppress rheumatic infection in young adults suffer- 
ing from acute attacks. Ten gram quantities of sodium 
salicylate orally daily in equally divided dosages each 
four hours produced mean levels of 35.6 mg. per hun- 
dred cubic centimeters ordinarily attained within forty- 
eight hours after treatment was instituted. Ten Gm. 
intravenously produced higher values during and 
immediately after actual administration, but levels fre- 
quently fell below 35 mg. per hundred cubic centimeters 
in the interval before the next injection. Smull, 
Wegria and Leland® found that sodium _ bicarbonate 
given in conjunction with salicylates orally produced 
lower blood levels than when salicylates were given 
alone. The observations of Coombs ’° indicate that this 
depressing effect is due to increased urinary excretion. 

Serum salicylate levels obtained on intravenous and 
different oral regimens were studied. In table 1 are 
represented the values found at 8: 30 a. m., immediately 
before, and at 3:30 p. m., thirty minutes after, the 
six hour period of actual intravenous administration. 
A relatively stable morning pretreatment level, averag- 
ing between 25 and 28 mg. per hundred cubic centi- 
meters, was attained after the second injection. During 
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actual administration values rose rapidly and readings 
taken thirty minutes afterward, at 3: 30 p. m., averaged 
between 35 and 46 mg. per hundred cubic centimeters. 
Rather wide variations were observed between different 
individuals receiving the same dosage, but only minor 
fluctuations occurred in the same individuals from day 


TaBLe 1.—Serum Salicylate Values Obtained Before and After 
the Daily Intravenous Administration of 10 Gm, 
of Sodium Salicylate 


Sodium Salieylate 10 Gm. Daily Intrayenously in 
1,000 Ce. of Ringer’s Lactate Solution or Saline 


Begun at 9 a. m. Completed at 3 p. m. 


8:30 a. m. 3:30 p. m. 
High, Low, Average, ‘ High, Low, Average, 

Daysof Mg.per Mg. per Mg. per Mg.per Mg. per Mg. per 
Therapy 100 Ce. 100 Ce, 100 Ce. 100 Ce. 100 Ce. 100 Ce. 

ies 0 0 0 41 28 35 

2 26 5 16 53 27 36 

3 45 10 26 61 33 46 

4 44 15 28 54 26 39 

5 45 12 25 52 26 38 


to day. In spite of the fact that serum salicylate values 
exceeded Coburn’s suggested minimum of 35 mg. per 
hundred cubic centimeters for only a fraction of each 
twenty-four hour period, dramatic therapeutic results 
were obtained in all 35 cases except 1, in which 20 Gm. 
doses were required on the second and third days for 
suppression of the acute manifestations. 

Salicylate values obtained under different conditions 
of oral therapy are presented in table 2. Acetylsalicylic 
acid and sodium salicylate were equally effective. Daily 
doses of 12 Gm. in conjunction with 8 Gm. of sodium 
bicarbonate produced average levels of 38 and 37 mg. 
per hundred cubic centimeters respectively. Ten Gm. of 
acetylsalicylic acid in conjunction with 8 Gm. of sodium 
bicarbonate gave somewhat lower levels, averaging 
32 mg. per hundred cubic centimeters. In agree- 
ment with Smull, Wegria and Leland ® sodium bicarbo- 
nate was found to have a depressing action, and higher 
serum levels averaging 44 mg. per hundred cubic centi- 
meters were attained when it was omitted. As with 
intravenous therapy, salicylate levels varied rather 
widely between different individuals on the same dosage 
but showed only minor fluctuations from week to week 
in the same individual. 


TasLe 2.—Serum Salicylate Levels Secured with 
Different Oral Regimens 


Acetylsalieylic Acetylsalicylic Sodium 
Acid 10 Gm., Acid 12Gm., Salicylate 12 Gm., Acetylsalicylic 
Sodium Sodium Sodium Acid 12 Gm, 
Bicarbonate Bicarbonate Bicarbonate Daily, 
8 Gm. Daily, 8Gm. mene, 3Gm. Daily, No Soda, 
35 Cases 35 Cases 20 Cases 5 Cases 
Mg. per 100 Ce. Mg. per 100 Ce. Mg. per 100 Ce. Mg. per 100 Ce, 
High 53 53 54 53 
Low . 15 16 15 28 
Average 32 33 37 44 


Serum salicylate levels built up rapidly on oral ther- 
apy, as shown in table 3, and reached average maximum 
values within forty-eight hours after starting medication. 
The average produced by 10 Gm. of acetylsalicylic acid 
daily was 21 mg. per hundred cubic centimeters in 
twenty-four hours and 31 mg. per hundred cubic centi- 
meters in forty-eight hours. Thus, within forty-eight 
hours salicylate levels secured with oral therapy 
exceeded those from intravenous medication except dur- 
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ing and immediately after the actual period of adminis- 
tration of the latter. Nevertheless, intravenous therapy 
was more effective than oral in alleviating acute mani- 
festations. Except for this difference, oral salicylates in 
between 10 and 12 Gm. quantities daily satisfactorily 
suppressed rheumatic infection.’ Serum salicylate levels 
of 25 mg. per hundred cubic centimeters or higher 
appeared to be as effective as Coburn’s suggested mini- 
mum of 35 mg. per hundred cubic centimeters. 


2. Acid Base Balance.—Alterations in acid base 
equilibrium in subjects receiving large doses of salicyl- 
ates have been attributed to a fixed acid acidosis ** or to 
hyperventilation due to central respiratory stimulation.'* 
An increase in blood py and lowering of carbon 
dioxide tension have been amply demonstrated in cases 
exhibiting hyperventilation. In addition, Fashena and 
Walker '* found that five of six experimental subjects 
studied showed a small but significant fall in plasma 
carbon dioxide combining power averaging roughly 
12 volumes per cent, equivalent to a 20 per cent 
decrease in the alkali reserve. Since the fall was not 
accompanied by any respiratory or urinary changes, 


TABLE 3.—T7ime Required for Serum Salicylate Values to Reach 
Average Maximum Levels in 5 Patients Receiving 10 Gm. 
of Acetylsalicylic Acid and 8 Gm. of Sodium Bicarbonate 
Each Twenty-Four Hours 


Elapsed High, Low, Average, 
Hours of Mg. per Mg.per Mg. per 
Treatment 100 Ce. 100 Ce. 100 Ce, 
30 17 21 


TABLE 4.—Effect of Intravenous Sodium Salicylate on Plasma 
Carbon Dioxide Combining Power With Saline and 
Ringer’s Lactate Solution as Diluents 


10 Gm. of Sodium Salicylate 
in 1,000 Ce. of Lsotonie Solution 
of Sodium Chloride, 6 Cases 


10 Gm. of Sodium Salicylate 
in 1,000 Ce. of Hartman's 
Solut ion, | 6 Cases 


High, Low, Average, * High, Low, Average, 
Daysof Volumes Volumes Volumes Volumes Volumes Volumes 
Therapy perCent per Cent per Cent per Cent per Cent per Cent 
0 60 55 54 57 
6 55 40 45 56 48 50 


they believed that it could be accounted for only on the 
basis of the accumulation of fixed acids. Therefore it 
would appear that both the accumulation of fixed acids 
and hyperventilation may contribute to any alterations 
observed. 

The effect of different regimens on acid base equi- 
librium has been studied by observations on plasma 
carbon dioxide combining power. <As_ recorded in 
table 4, when intravenous salicylates were administered 
in a liter of isotonic solution of sodium chloride the 
plasma carbon dioxide combining power fell in six 
days to an average of 45 volumes per cent. One patient 
failed to show any significant change. The other 5 each 
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exhibited decreases to between 40 and 45 volumes per 
cent. This undesirable effect was largely eliminated by 
using Ringer’s lactate solution as a diluent instead of 
saline solution. 

Ten Gm. of acetylsalicylic acid in conjunction with 
8 Gm. of sodium bicarbonate daily did not alter the 


TasLe 5.—Effect of Daily Oral Administration of 12 Gm. of 
Acetylsalicylic Acid Without Sodium Bicarbonate on 
Plasma Carbon Dioxide Combining Power 


Case A: Case B: Case C; Case D: 
Previous 
Previous Previous Prévious Medication 
Medication Medication Medication um 
Sodi Sodiu Sodium Salicylate 
Salicylate Salicylate Salicylate 10 Gm. Daily 
10 Gm. Daily 10 Gm. Daily 10 Gm. Daily Intravenously 
Intravenously Intravenously Intravenously 6 Days Orally 
6 Days Days 7 Days 8 Days with Soda 
Days Vol. % COsz Vol. % 
COe Vol. % COz Vol. % 
0 49 49 50 53 
6 41 38 36 it 


plasma carbon dioxide combining power of 35 patients 
significantly. Twelve Gm. in conjunction with 8 Gm. 
of sodium bicarbonate caused a sharp decrease to 39, 
41 and 43 volumes per cent in 3 of 35 patients. Four 
patients received 12 Gm. of acetylsalicylic acid daily 
without sodium bicarbonate. Table 5 shows the rapid 
serious depletion of alkali reserve which occurred when 
alkali was omitted. The plasma carbon dioxide com- 
bining power in each instance fell to between 27 and 
41 volumes per cent. 

No measurements have been made concerning the 
relative role played by hyperventilation and the accumu- 
lation of fixed acids. Urinary ketone bodies did not 
appear in any of the subjects. Although mild hyper- 
ventilation was sometimes observed earlier, severe 
grades of hyperpnea did not occur until a significant 
depletion of alkali reserve already existed. Whatever 
the cause may be, the salient fact is that depletion of 
the alkali reserve can be eliminated by giving adequate 
quantities of alkali in conjunction with salicylates. 
Therefore Ringer’s lactate solution should be used as 
a diluent for intravenous salicylates, and a minimum 
of not less than 0.8 Gm. of sodium bicarbonate should 
be given with each gram of salicylates orally. 


3. Prothrombin.—Following the demonstration of the 
quantitative degradation of dicumarol to 2 mols of 


TABLE 6.—Effect of Daily Administration of 10 Gm. of Sodium 
Salicylate Intravenously on Plasma Pro- 
thrombin Clotting Time 


Prothrombin Clotting Time, 
Pere eutage of Normal Cc ontrol 


Therapy High “yi Average 
0 112 al 
3 100 51 74 
6 ; 95 56 78 


salicylic acid, Link and his co-workers '* demonsirated 
that salicylic acid produced hypoprothrombinemia in 
rats on a low vitamin K ration which was preventable 


14. Stahlmann, M. A.; Huebner, C. F., and Link, K. P.: 
Hemorrhagic Sweet Clover Disease: V 
the Hemorrhagic Agent, J. Biol. C 27) (April). 
Link, K. P.; Overman, R. J.; Sullivan, Ww. R.; Huebner, C. F., 
Scheel, L. D.: Studies on Hemorrhagic Sweet Clover Disease: XL 
Hypoprothrombinemia in the Rat Induced by Salicylic Acid, J. Biol. 
Chem. 147: 463-474 (Feb.) 1943. 


Studies on 
Identification and Synthesis of 
38: 513-5 


RHEUMATIC FEVER—MANCHESTER 


211 


by the addition of vitamin K. Recent studies have 
shown that similar effects occur in human beings even 
in the absence of vitamin K deficiency.® Fashena and 
Walker '* observed that moderate as well as large doses 
of sodium salicylate produce hypoprothrombinemia 
beginning within’ twenty-four hours and reaching a 
peak on the second day but tending thereafter to 
improve spontaneously in spite of continued salicylate 
therapy. Butt and his co-workers '® found that the 
prothrombin lowering effect was not enhanced by 
increasing salicylate dosage from 10 Gm. to a total of 
12 Gm. daily. Shapiro’ estimated that 1 mg. of syn- 
thetic vitamin K counteracted the prothrombin reducing 
effect of 1 Gm. of acetylsalicylic acid. 

Ten patients tested received intravenous salicylates 
for one week followed by oral therapy. Ten others 
received oral therapy throughout the study. The effect 
of intravenous salicylates on blood prothrombin is shown 
in table 6. The data presented in table 7 combine the 
intravenous and oral groups. Both oral and intravenous 


' salicylates frequently caused a prompt decline in blood 


prothrombin in the first week as reflected by an increase 
in prothrombin clotting time to a maximum of 51 per 
cent of normal. Spontaneous improvement occurred 
thereafter even though 10 and 12 Gm. daily quantities 
of salicylates were continued orally for as long as ten 


TaBLe 7.—Effect of Daily Administration of Between 10 and 
12 Gm. of Acetylsalicylic Acid or Sodium Salicylate Over 
a Prolonged Period on Plasma Prothrombin Clotting Time 


Prothrombin Clotting Time, 
Percentage of Normal Control 


Number of Weeks of r 
Cases The 


rapy High Low Average 
20 0 81 
20 1 100 51 83 
20 2 100 70 87 
20 3 100 59 83 
ll 4 100 68 81 
8 5 100 75 87 
6 95 75 90 
2 8 89 80 
2 9 83 7 81 
1 10 90 90 
weeks. Since prothrombin must be reduced to one 


fifth of normal before hemorrhage occurs,'* an adequate 
margin of safety existed. Furthermore, no hemorrhagic 
tendencies attributable to hypoprothrombinemia have 
occurred in over 160 patients who have received inten- 
sive salicylate therapy in this hospital. Other observers 
have found that the fall is not great.'® Therefore, 
although salicylates may induce a moderate degree of 
hypoprothrombinemia, a dangerous depletion sufficient 
to induce hemorrhage is unlikely. 

4. Toxic Effects of Salicylates—Mild toxic reactions 
such as nausea, transient vomiting, deafness, tinnitus, 
vertigo and sweating are of no significance and need 
not be considered. Serious reactions which interrupted 


15. Shapiro, S.; Redish, M. H., and Campbell, H. A.: Studies on 
Prothrombin: IV. The Prothrombinopenic Effect of Salicylate in Man, 
Proc. Soc, Exper. Biol. & 254 (June) 1943. Meyer, O. O., 
and Howard, B.: reduction ‘of and Hypocoagu: 
lability of the Blood with Salicylates, ibid. 53: 234-237 (June) 1943. 
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erence to the Prothrombin Level of the Blood and the Effect on Hepatic 

Parenchyma, M. A. 128: 1195-1200 (Aug. 25) 1945. 
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treatment schedules consisted of delirium, dyspnea, 
excessive vomiting, renal pain and skin eruptions. 
These are presented in table 8. 

Delirium, usually referred to as acute salicylism, was 
the most serious reaction encountered and was observed 
in 17 per cent of the 35 cases in which intravenous ther- 
apy was administered. It occurred on the second day in 
2 cases, third day in 1, fourth day in 2 and fifth day 
in 1. A prodromal period of mental confusion lasting 
a few hours was followed abruptly by visual halluci- 
nations of insects and animals, delusions of persecution, 
sleeplessness, varying degres of hyperpnea, purposeless 
movements and extreme mental and motor overactivity. 
Symptoms subsided in each instance within forty-eight 
hours after salicylates were stopped. One patient died 
of acute carditis with failure twenty-four hours after 
all traces of delirium had disappeared. The others 
tolerated subsequent salicylates orally in 10 and 12 Gm. 
daily quantities even thougi: oral medication was insti- 
tuted in each instance after only twenty-four hours of 
complete freedom from delirium. Intravenous salicyl- 
ates repeated later failed to precipitate further mental 
reactions. Furthermore, among over 160 patients 
receiving intensive salicylate therapy no mental reac- 
tions were observed in any patient while on oral therapy 
or among those in whom intravenous therapy was insti- 
tuted after the acute phase of their illness had subsided. 
Therefore this serious reaction can be attributed to the 


TABLE 8—Significant Toxic Reactions Observed in Patients 
Receiving Intensive Oral and Intravenous 
Salicylate Therapy 


Intravenous Oral 
Toxie Reactions Sualicylates Salicylates 

Delirium, “acute 17% 0 
Accentuation of dyspnoea of cardiac tailure... 3% 


abrupt, rapid rise in blood salicylate levels associated 
with intravenous therapy and is most likely to occur 
in acutely ill patients who have not built up an ante- 
cedent tolerance to the drug. 

A mild acceleration of respiration attributed to direct 
stimulation of the respiratory center was frequently 
observed during intravenous therapy and less often with 
oral salicylates. This acceleration in conjunction with 
already existing dyspnea of cardiac failure was suff- 
cient in 3 cases to preclude temporarily further intra- 
venous or oral salicylates. It was avoided by using 
aminopyrine in 4+ to 6 Gm. quantities daily instead of 
salicylates until cardiac failure was alleviated. 

Severe dyspnea unrelated to cardiac failure or 
delirium was characterized by hyperpnea even on 
slight physical exertion. A peculiar feature was the 
lack of sufficient breath to carry on meager conversation 
even when respirations were subdued during complete 
bed rest. This suggested the type oi difficulty experi- 
enced by apneic subjects following periods of hyper- 
ventilation. Dyspnea of this character occurred in 
] patient who inadvertently received intravenous salicyl- 
ates in distilled water instead of saline or Ringer’s 
lactate solution and in 14 per cent of those on oral 
therapy. Three of the latter (patients B, C and D, 
table 4) were receiving acetylsalicylic acid and one 
enteric coated sodium salicylate daily in 12 Gm. quanti- 
ties without additional sodium bicarbonate, and the 
other 3 the same dosage of acetyl salicylic acid in con- 
junction with 8 Gm. of sodium bicarbonate. Dyspnea in 
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each instance was associated with a decreased plasma 
carbon dioxide combining power to between 27 and 
43 volumes per cent. Significant decreases in plasma 
carbon dioxide combining power did not occur in those 
on 10 Gm. quantities of acetylsalicylic acid daily in con- 
junction with 8 Gm. of sodium bicarbonate, and no 
instances of excessive dyspnea were observed in this 
group. Therefore, this reaction is related to depletion 
of the alkali reserve and is preventable by giving ade- 
quate amounts of alkali in conjunction with salicylates. 
It can be estimated that between 0.8 and 1 Gm. of 
sodium bicarbonate for each gram of salicylates should 
be sufficient. 

The other reactions observed were of little signifi- 
cance and cleared up promptly after intravenous salicyl- 
ates were stopped. Subsequent oral therapy was well 
tolerated in each instance. Leukocytes were frequently 
observed in the urine in oral and intravenous therapy, 
but no evidence of permanent renal damage was 


observed. 
COM MENT 


The clinical observations and data presented clearly 
indicate that the dosages required in applying Coburn’s 
intensive salicylate regimen to young adults with acute 
rheumatic fever may induce physiologic and toxic reac- 
tions of serious proportions but that these reactions are 
preventable in most instances. 

Hypoprothrombinemia occurs frequently, reaching a 
maximum in the first week of salicylate administration 
but improving spontaneously thereafter even though 
large dosages are continued. The effect is not great 
and this study, as well as the observations of others, 
indicates that blood prothrombin is not dangerously 
reduced. Instances have been recorded in the literature 
of hemorrhages attributed to salicylate induced hypo- 
prothrombinemia,”’ but a proved case has yet to be 
reported. 

Alkali reserve, as measured by plasma carbon dioxide 
combining power, is depleted unless adequate amounts 
of alkali are given in conjunction with salicylates. In 
this study 0.8 Gm. of sodium bicarbonate per gram of 
acetylsalicylic acid was adequate when 10 Gm. of acetyl- 
salicylic acid was administered orally daily; 0.66 Gm. 
of sodium bicarbonate per gram of acetylsalicylic acid 
was not sufficient to prevent a significant fall in plasma 
carbon dioxide combining power when 12 Gm. quanti- 
ties were given. Consequently it may be assumed that, 
when large dosages of salicylates are contemplated 
orally, between 0.8 and 1 Gm. of sodium bicarbonate 
should be given with each gram of salicylate. For the 
same reason intravenous salicylates should be adminis- 
tered in Ringer’s lactate instead of saline solution. 
Under no circumstances should alkali be omitted for the 
purpose of securing higher blood salicylate levels. If 
these precautions are observed, significant alterations 
in acid base equilibrium will not occur and excessive 
dyspnea will be avoided. : 

Severe delirium, “acute salicylism,” is dependent 
on the abrupt rapid rise in blood salicylate levels associ- 
ated with intravenous therapy and is most likely to occur’ 
in acutely ill patients who have not built up an ante- 
cedent tolerance to the drug. It has not been observed 
in this series under conditions of oral therapy, although 
reports of such reactions after large quantities by mouth 
have appeared in the literature. Since intravenous 
therapy is desirable in the more acute cases, it is not 
preventable in all instances. Such patients must be 


20. Ashworth, C. T., and McKemie, J. F.: Hemorrhagic Complications 
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carefully observed for prodromal mental confusion so 
that medication can be promptly discontinued before 
severe delirium is precipitated. 

Serum salicylate levels of 25 mg. per hundred cubic 
centimeters or higher have been found in this study to 
suppress rheumatic infection satisfactorily. This mini- 
mum is exceeded by a satisfactory margin in young 
adults by 10 to 12 Gm. quantities of acetylsalicylic acid 
or sodium salicylate daily in conjunction with 8 Gm. of 
sodium salicylate. 

Pending further investigation, the following program 
has been adopted for the treatment of acute rheumatic 
fever in young adults at this hospital: More severely 
infected patients with temperatures of over 102 F. but 
without cardiac failure, receive intravenous therapy of 
10 Gm. daily in a liter of Ringer’s lactate solution for 
four to seven days, followed by oral therapy. A period 
of six hours is required for each injection. Patients 
with cardiac failure are treated with 4 to 6 Gm. of 
aminopyrine daily until failure has subsided and then 
switched to oral salicylates. Other patients receive oral 
salicylates from the beginning in quantities of 10 Gm. 
daily in patients weighing less than 125 pounds 
(57 Kg.) and 12 Gm. daily in those exceeding 125 
pounds. Eight to 10 Gm. of sodium bicarbonate is 
given daily in conjunction with oral therapy. Refrac- 
tory cases are promptly shifted to intravenous medica- 
tion until objective acute manifestations are completely 
relieved. Salicylate therapy is continued until the 
erythrocyte sedimentation rate has remained normal for 
two weeks. 

CONCLUSIONS 

1. Hypoprothrombinemia occurs in the early phases 
of intensive oral and intravenous salicylate therapy, 
but the prothrombin deficiency improves spontaneously 
in spite of continued salicylate administration and does 
not approach a critical level likely to precipitate hemor- 
rhage. 

2. Alkali reserve is depleted unless adequate amounts 
of alkali are administered in conjunction with salicyl- 
ates. For this reason Ringer’s lactate solution rather 
than saline solution must be used as a diluent for intra- 
venous salicylates, and between 0.8 and 1 Gm. of sodium 
bicarbonate should be given with each gram of salicyl- 
ates orally. 

3. Severe delirium occurred in 17 per cent of acutely 
ill patients receiving intravenous salicylate therapy who 
had not built up an antecedent tolerance to the drug. 
It is related to the rapid rise in blood salicylate levels 
associated with intravenous therapy and was not 
observed on oral regimens. 

4. Severe grades of dyspnea, except in association 
with cardiac failure or delirium, are related to deple- 
tion of alkali reserve and are preventable by administer- 
ing adequate quantities of alkali in conjunction with 
salicylates. 

5. Serum salicylate values averaging 32 mg. per hun- 
dred cubic centimeters are secured with 10 Gm. of 
acetylsalicylic acid daily orally in conjunction with 
8 Gm. of sodium bicarbonate and 37 and 38 mg. per 
hundred cubic centimeters respectively with 12 Gm. 
of acetylsalicylic acid and sodium salicylate. 

6. A minimum blood salicylate level of 25 mg. per 
hundred cubic centimeters is required to suppress rheu- 
matic infection in acute cases. 

7. A treatment program for acute rheumatic fever 
in young adults has been developed which satisfactorily 
suppresses rheumatic infection and reduces the incidence 
of physiologic and toxic reactions to a minimum. 
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JAUNDICE CAUSED BY PERFORATION OF A 
DUODENAL ULCER 


GILSON COLBY ENGEL, M.D. 
Assistant Professor of Surgery, University of Pennsylvania Graduate School of 
Medicine; Chief of Surgical Service B, Lankenau Hospital 


and 
R. GAYLE SPANN, M.D. 
Clinical Assistant, Surgical Service B, Lankenau Hospital 
Philadelphia 


It has been repeatedly observed that jaundice is a com- 
plication of peptic ulcer in remarkably few instances when 
the anatomy of the region is considered. Boyd! states that 
long standing ulcers frequently adhere to or perforate into 
the pancreas, liver or the lesser omental sac and the structure 
becomes indurated, but he does not mention jaundice as a 
complication. Therefore, even in these cases jaundice must 
be encountered less often than would be expected. It is 
probably not realized just how rarely jaundice is definitely 
caused by ulcer until the literature on the subject is studied. 

It has also been stated that a search of the literature gives 
a false impression of the true incidence of the occurrence of 
jaundice with ulcer. If this is true, then more cases of ulcer 
with jaundice should be reported so that this false impression 
may be corrected. The diagnostic problems which the cases 
present may then be studied and the plans of treatment evalu- 
ated. Otherwise each case encountered will have ta be handled 
as a new and unheard of condition. 

Parks and Fitz? reviewed the American literature in 1939 
and found 35 cases and added 1 of their own. Levine and 
Gordon ® added a case in 1942, which was the first case reported 
in which the ulcer perforated. Their patient was known to 
have a duodenal ulcer. He became acutely ill some two weeks 
prior to hospital admission and then developed jaundice. The 
ulcer perforated on the sixth day after hospitalization while 
x-ray and other studies were being made. The perforation 
was repaired and the jaundice gradually disappeared. They 
stated that they were at a loss to explain the exact mechanism 
of the obstruction and its apparent alleviation by perforation 
of the ulcer. It is thought that the following case may throw 
some light on the probable cause of the biliary obstruction in 
their case and the reason for its apparent release by the 
perforation of the ulcer: 


REPORT OF CASE 

Mrs. G. S. B., aged 54, white, a pharmacist, was admitted 
to Surgical Service B at the Lankenau Hospital on Jan. 25, 
1944 with the chief complaint of jaundice, epigastric pain and 
vomiting. There had been episodes of indigestion and burning 
epigastric pain relieved by alkalis for some years. One month 
prior to admission there had been a rather sudden accentuation 
of the symptoms, but she was able to keep working. Shortly 
afterward she noticed her urine becoming darker, hgr stools 
lighter in color and her skin and mucous membranes’ yellow. 
Her symptoms became steadily worse until she began vomiting 
occasionally a week prior to admission. 

She was found to be rather jaundiced and dehydrated. There 
was tenderness in the right upper quadrant and epigastrium., 
No mass could be definitely outlined through a thick abdominal 
wall. Peristalsis was normal. Soon after admission her tem- 
perature was 101 F., pulse rate 100 and respiratory rate 22. 
The leukocyte count was 8,300, with a differential of neutrophils 
73 per cent and lymphocytes 27 per cent, icterus index 40 units, 
van den Bergh qualitative direct, immediate quantitative 45 
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mg. per hundred cubic centimeters, cephalin flocculation plus 3, 
prothrombin time 70 per cent. A survey film of the abdomen 
was reported ¢s negative for opaque calculi, masses or other 
pertinent findings. As there was evidently an acute pathologic 
condition in the abdomen, further x-ray studies were thought 
to be unwise. 

A diagnosis of acute calculous cholecystitis with common 
duct obstruction» was made, though it was remarked that she 
had an ulcer-like history. It was decided to allow the acute 
process to subside and prepare the patient for operation with 
intravenous fluids, vitamin K and vitamins parenterally and 
blood transfusion. On the ninth hospital day the temperature 
and pulse were normal, abdominal signs were lessened, pro- 
thrombin time was 80 per cent and the icterus index was 
37.5 units. The following day she was operated on. 

When the peritoneum was opened, adhesions of the omentum 
and duodenum were bound to the undersurface of the right 
lobe of the liver covering the gallbladder region. These were 
freed from the liver, exposing a tensely distended gallbladder 
containing no stones and not appearing infected. The duodenum 
was seen to be adherent to the right border of the gastrohepatic 
omentum, which was thick and indurated. When the adhesions 


Retraction of the duodenum, freeing the perforation from the right 
free border ot the gastrohepatic omentum overlying the common duct. 
This perforation had kissed against the common duct, causing inflam- 
matory reaction with obstruction of the common duct. 


were freed it was found that a perforation of the first portion 
of the duodenum had kissed against the gastrohepatic omentum 
and had spilled little, if any, into the general abdominal cavity, 
as shown in the illustration. The common duct was distended 
but not appreciably dilated. The pancreas was only slightly 
more tehse than normal. The perforation was repaired by 
suturing and oversewing an omental graft. A cholecystostomy 
was done to insure relief of the jaundice. The cholecystostomy 
drainage gradually lessened, and lipiodol injected into the 
tube on the twelfth postoperative day showed a_nondilated 
common duct and the lipiodol readily entered the duodenum. 
Jaundice gradually subsided. Convalescence was complicated 
only by auricular fibrillation, which was controlled with digitali- 
zation. 

Six weeks postoperatively the icterus index was 11 units, 
cephalin flocculation plus 2. A_ cholecystogram showed a 
nonfunctioning gallbladder thought to be due to the chole- 
cystostomy. Barium meal and x-ray revealed only the expected 
deformity of the duodenum due to repair of the ulcer. The 
patient was discharged in good condition on March 15, 1944. 

On July 12 the patient was seen in the follow-up clinic. 
She reported that she was feeling well and working daily. 
The icterus index was 3 units and cephalin flocculation 0. 


JAUNDICE—ENGEL AND SPANN 


A. 
ay 18, 1946 

She was again seen on Jan. 5, 1945. She was on an 
ambulatory ulcer regimen and did not have indigestion, jaundice 
or clay colored stools. She was feeling well and working 
every day. 

In view of our experience with this case, may we suggest 
that the case of Levine and Gordon ® probably had the follow- 
ing sequence of events: Two weeks before admission there 
was a perforation of the ulcer against the lesser omentum 
which temporarily sealed it off, but owing to the inflammatory 
reaction associated with it the common duct was obstructed 
by edema and pressure. While this patient was in the hospital 
the protected perforation must have broken loose, so that 
there was direct spill into the peritoneal cavity. He was oper- 
ated on at this stage and the perforation repaired. Naturally, 
with the contacted inflammatory process relieved from the 
common duct the inflammatory reaction in the duct subsided 
and the jaundice disappeared. 

The records of the Lankenau Hospital for the past fifteen 
years were studied and of the 376 cases of proved duodenal 
ulcer there was 1 case of frank jaundice in which there were 
common duct stones, so that this case could be eliminated 
as an example of jaundice from ulcer. One other patient was 
slightly jaundiced, with an icterus index of 12 units, and no 
cause at operation was found other than a duodenal ulcer. 
Bernheim ¢ found in 1924 that duodenal ulcer patients averaged 
an icterus index of 9 units, so others no doubt would have had 
elevated icterus indexes had they been checked but none had 
clinical jaundice. 

Levine and Gordon® mention that Friedenwald5 reviewed 
1,000 cases of duodenal ulcer, Emery and Monroe® 556, 
Hinton? 287, Rivers® 191 and Laird ® 250 cases and none 
mentioned jaundice as a complication. Add to these the present 
376 cases reviewed, and the total is brought to 2,650 cases with 
only 1 being mentioned as exhibiting a faint clinical jaundice 
and an icterus index of 12 units. 

We suggest that in the future any patient with an ulcer 
history and then an acute abdominal episode followed by 
developing jaundice be suspected of having a protected per- 
foration or a duodenal ulcer with obstruction of the common 
bile duct. The most common condition to ‘e differentiated 
is acute calculous cholecystitis with choledocholithiasis. This 
differentiation should be made as quickly as possible because 
if the pathologic condition is a protected perforatioi. of an 
ulcer it should be repaired immediately before generalized spill 
occurs, whereas, if it is an acute inflammatory lesion of the 
gallbladder with stones in the common duct it is better to 
wait, if possible, until the acute inflammation subsides before 
the common duct is explored. The Graham test is not reliable 
in such a case because of the decreased liver function, and 
the various liver function tests are of little assistance as both 
conditions give an obstructive type of jaundice with evidence 
of hepatocellular damage superimposed as it progresses. 

A survey film should be made of the abdomen. If gallstones 
are demonstrable, of course, biliary disease is almost certain 
to be the whole picture. During the study of these cases it 
was noted that, though on admission peptic ulcer and gall- 
bladder cases were frequently mistaken for each other, the 
two conditions seldom existed concurrently. If no stones are 
seen, the film is of no assistance. Then, with the patient ready 
for immediate operation, one should proceed with x-ray study 
of the duodenum with barium and as little manipulation as 
possible. If the duodenal deformity of ulcer is demonstrated, 
immediate operation should be performed. If no ulcer is 


4. Bernheim, A. R.: Icterus Index (a Quantitative Estimation of 
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demonstrated, the case should be treated as an acute inflam- 
matory gallbladder until the optimum time for operation. 

Since considering the mechanism of the production of the 
jaundice in our case and the review of Levine and Gordon’s * 
case in which the ulcer was merely repaired, we suggest that 
these cases be treated by repair of the ulcer with suture and 
oversewing of an omental graft without drainage of the biliary 
tract. The induration around the common duct apparently 
subsides promptly once the ulcer is repaired, with relief of 
the biliary obstruction and jaundice. 


COMMENT 

Clinical jaundice is such a rare complication of duodenal 
ulcer that it is not mentioned in most writing about ulcer 
complications. However, this being about the thirty-eighth 
case reported of this complication is proof that it is a com- 
plication. It is thought that this is the first case to be reported 
in the American literature of jaundice being caused by per- 
foration of the duodenal ulcer. One is struck, though, with 
the similarity of this case and the one reported by Levine 
and Gordon.’ There is the distinct possibility that the’ pathology 
and mechanism were the same in the 2 cases. 

In a case of jaundice with no demonstrable stones and an 
“ulcer history” it will be well to suspect a protected perforation 
of a duodenal ulcer. Every effort to make a rapid differential 
diagnosis should be made, as more prompt operation is indicated 
in the case of perforated ulcer. Probably a survey film of the 
abdomen and x-ray study of the duodenum will be of the most 


assistance. 
CONCLUSIONS 


R Jaundice is a definite but relatively rare complication 
of peptic ulcer. 


_ 2. Jaundice may be caused by a perforating ulcer kissing 
against the biliary tracts. 

3. In 376 cases of peptic ulcer reviewed, less than 1 per cent 
were complicated with jaundice. 


255 South Seventeenth Street, Philadelphia 3. 


Council on Industrial Health 


INDUSTRIAL HEALTH CONFERENCE 


A one day Regional Industrial Health Conference will be 
held in Denver at the Shirley-Savoy Hotel on June 4 under the 
sponsorship of the Council on Industrial Health of the Ameri- 
can Medical Association. The program will be directed by men 
of national and state note and will be called to order at 10 a. m. 
Participating agencies will include, besides the Council, the 
Chamber of Commerce of the United States of America; the 
U. S. Public Health Service, Division of Industrial Hygiene; 
the National Association of Manufacturers; the Office of Voca- 
tional Rehabilitation, Federal Security Agency; the Veterans 
Administration, and the state medical societies of Colorado, 
Kansas, Montana, Nebraska, New Mexico, North Dakota, South 
Dakota, Utah and Wyoming. 

The morning session will be opened by Mr. Howard Strong, 
secretary, Health Advisory Council, Chamber of Commerce of 
the United States, Washington, D. C. He will address the 
meeting on “What Industry Expects of Medicine.” Dr. Victor 
Heiser, consultant, Con@ittee on Industrial Health, National 
Association of Mamta New York, will speak on the 
“Practical Benefits of Industrial Health Service.” The day’s 
program will include among other features two panel discus- 
sions. The one in the morning is entitled “Better Industrial 
Health Service in the States” and the one in the afternoon 
“Rehabilitation and Reemployment Both of the Veteran and of 
the Disabled Civilian.” The program will be closed with the 
showing of the new General Motors film “The Doctor in 
Industry.” 

Because of the importance of the meeting it is urged that 
physicians, industrialists and community leaders of the Rocky 
Mountain area attend this conference. 
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Council on Pharmacy and Chemistry 


REVISION OF THE RULES OF THE 
COUNCIL ON PHARMACY AND 
CHEMISTRY 


Forty-one years ago, when the Council was established, it 
adopted a decalogue of Rules for the Acceptance of Proprietary 
Articles which has stood practically unchanged for these decades, 
with such adaptations of interpretation and application as were 
made advisable by changing conditions—changes in therapy, 
in the character of drugs and in the attitude of manufacturers. 
The Federal Food, Drug and Cosmetic Act has made into legal 
requirements conditions which were formerly controlled only 
by the Council rules, and some of these rules have thereby 
become superfluous. In view of this added protection, the Council 
feels that it is desirable to revise or rescind certain rules which 
have become more of a hindrance than a help in its endeavor 
to provide informed guidance in the use of drugs. 

One of these relates to the controversial subject of “protected” 
names. The Council has accepted only one proprietary name 
for any article, with the hope of checking the confusion that 
arises when a drug masquerades under many “aliases.” It must 
be acknowledged that the hope has not been fulfilled. Manu- 
facturers have continued to multiply names, and the chief result 
has been to remove such articles from control by the Council. 
It has therefore been decided to withdraw this rule and to 
admit multiple names—with the important provision that the 
manufacturer give equal prominence to the common “unpro- 
tected” name that is or will be provided; for example, 
“atabrine” would be promoted as “atabrine, brand of quinacrine.” 
If physicians will use the common name (quinacrine, in this 
example) in prescribing, writing and talking of the substance, 
they will avoid multiplicity of names. In withdrawing the rule, 
the Council does not wish to encourage the multiplication; it 
bows to reality. 

The Council also broadens its attitude toward “advertising 
to the public,” permitting such advertising when it is judged 
that its dangers are less than its benefits. This is not a new 
departure; it has been permitted, for instance, for the prophy- 
lactic external use of disinfectants. Again, the additional protec- 
tion of the Food and Drug Administration makes it possible to 
extend the classes of articles which may be promoted provided 
the promotion is carefully supervised, 

The Council believes that the time is ripe for a thorough 
revision of its rules and has adopted the following seven princi- 
ples, with explanatory comments, in the belief that this revision 
will increase the service that the Council may render. 


OFFICIAL RULES OF THE COUNCIL ON 
PHARMACY AND CHEMISTRY 


* INTRODUCTION 
The Council on Pharmacy and Chemistry was created in 1905 
as a standing committee appointed by the Board of Trustees 
of the American Medical Association. 


Activities of the Council—The Council publishes annually 
a book designated New and Nonofficial Remedies (N. N. R.), 
which contains a description of proprietary preparations and 
articles which have been examined and accepted by the Council 
for inclusion in that, publication. The book provides statements 
on actions, uses, dosage, tests and standards of the preparations 
and articles. The book also contains certain official preparations 
and other articles, including drug substances for manufacturing 
use for which there are not official standards, which the Council 
is of the opinion should be included for the information of the 
medical profession. 

The activities of the Council also include the preparation of 
special treatises, articles, status reports and books designed 
for the practitioner and the medical student, the giving of grants- 
in-aid for therapeutic research, the securing of therapeutic trial 
of promising new preparations and the encouragement of basic 
research on fundamental therapeutic problems. 
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Acceptance of Articles for N. N. R—The principles and 
policies of the Council concerning the acceptance of a prepara- 
tion or article for inclusion in New and Nonofficial Remedies 
are briefly expressed in the following rules: 


Rutes GoveRNING ADMISSION OF PROPRIETARY ARTICLES 
to THE Book New AND NONOFFICIAL REMEDIES 


Rule 1.— Composition. — The quantitative composition of 
preparations and articles submitted to the Council or considered 
by the Council for inclusion in New and Nonofficial Remedies 
must be made known and may be published. 


Rule 2.—IpDENTIFICATION.—Suitable procedures and criteria 
for determining the composition or standardization of the sub- 
mitted preparation or article must be furnished. 


Rule 3—ADVERTISING TO THE Pustic.—Preparations and 
articles promoted to the public for use in the treatment of 
disease will not be accepted except as specified in the following 
explanatory comments. 


Rule 4.—Tuerapeutic CLarms.—When an article is accepted, 
therapeutic representations by the manufacturers or their agents 
must be confined to those given in N. N. R. or accepted by the 
Council between revisions of N. N. R. 


Rule 5.—Protectep NAMEs.—Proprietary names for medic- 
inal articles will be accepted if the Council deems the: use of 
such exclusive names not to be harmful to health and if the 
proprietary names are not given greater prominence in labeling 
and other promotional activities than the official names or the 
nonproprietary names adopted by the Council. 


Rule 6—PAaTENTS AND TRADEMARKS.—If a preparation or 
product is patented as to process or product or both, the number 
of such patent or patents must be furnished to the Council. If 
the name of an article is registered or the label copyrighted, 
the registration (trademark) name and number and copies of the 
protected label must be furnished to the Council. 


Rule 7—UNSCIENTIFIC AND USELESS ArTICLES.—A _ prepara- 
tion or an article will not be accepted if in the opinion of the 
Council it will not be in the best interests of the medical pro- 
fession and the public. 


EXPLANATORY COMMENTS ON THE RULES 

Substances Described in New and Nonofficial Remedics.— 
In the book will be described proprietary pharmaceutic and‘drug 
substances if they have originality or other important qualities 
which, in the judgment of the Council, entitle them to such 
place; official preparations concerning which the Council deems 
the medical profession not yet fully informed; or any other 
article the inclusion of which is believed to give useful informa- 
tion to the physician. 


Definition of “Proprietary Article.’—A medicinal article is 
considered “proprietary” if it is protected against free competi- 
tion as to name, product, composition or process of manufacture, 
by secrecy, patent, copyright or any othér means. 


Previous Noncompliance-—The Council judges an article by 
the facts in evidence at the time of its admission. Previous non- 
compliance with the rules (short of intentional fraud) does not 
prevent at a later date the favorable consideration of an article 
which is in accord with existing rules. 


Reconsideration.—Infringements of the rules after acceptance 
of an article for New and Nonofficial Remedies, or the dis- 
covery that the Council's information was incorrect, will cause 
she acceptance to be reconsidered and may be followed by the 
omission of the article and publication of the reasons for such 
omission. 


Acceptance Not an Indorsement.—The admission of an article 
does not imply a recommendation for its use. Acceptance simply 
means that the Council has found no conflict with its rules. 


Seal of Acceptance-—¥or articles which are accepted for 
enclusion in New and Nonofficial Remedies the Council permits 
the use of its official sea! of acceptance on the packages of an 
article and in the advertising for it with the following stipula- 
tions: 1. If the seal is used in price lists and catalogues which 
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also feature unaccepted articles, it must be used for accepted 
articles in such manner that there can be no implication that the 
seal applies to the unaccepted articles. 2. The following state- 
ment in reference to the significance of the seal may be used 
in connection with the seal: “The ‘accepted’ seal denotes that 
[name of article] has been accepted for New and Nonofficial 
Remedies by the Council on Pharmacy and Chemistry of the 
American Medical Association.” Further statements in regard 
to the seal must be submitted to the Council and be found 
acceptable before they may be used. 3. The size of the 
seal on the package shall not be greater than one inch in height 
or diameter, and in advertising it shall be in proportion to 
the dimensions of the advertisement so as to afford ready 
recognition; but undue size, giving greater prominence to 
the seal than to other important features of the advertise- 
ment or detracting from the dignity of the seal in the opinion 
of the Council, will not be permitted. 4. When for any 
reason the acceptance of an article is rescinded, the seal must 
not appear on new labels or in new advertising for such article; 
and old labels and advertising which feature the seal must not 
be in circulation, in evidence or before the public longer than 
six months subsequent to notification of the revocation. 

Duration of Acceptance.—Unless otherwise determined at the 
time of acceptance, articles admitted to New and Nonofficial 
Remedies will be retained for a period of three years, provided 
that during that period they comply with the rules and regula- 
tions which were in force at the time of their acceptance. 
Evidence indicating that the compliance with the rules no longer 
exists, for instance, with regard to unwarranted therapeutic 
claims, will be considered the basis for reconsidering the 
acceptance before the end of a period of three years. 

At the end of this period, all articles will be reexamined for 
compliance with existing rules. Particular weight will be given. 
to the question whether claims for the therapeutic value of 
the preparation are sustained by recent statements in the 
literature and by the general esteem in which the preparation 
is held by clinical consultants of the Council. The reacceptance 
of articles after such reexamination shall be for three years 
unless a shorter period is specified. 

Any amendments to the rules, by specific requirements or by 
interpretation, which may be made after the acceptance of an 
article shall not apply to such article until the period of 
acceptance has elapsed. At the end of this period the article, 
if it is not eligible under the amended rules, will be omitted. 

U. S. P. and N. F. Articles—No product which has been 
official for more than twenty years, except preparations licens- 
able under the Serums, Virus and Vaccine Act, will ordi- 
narily be considered for inclusion or retention in New and 
Nonofficial Remedies. All preparations which are licensable 
under the Serums, Virus and Vaccine Act, including arsenicals 
for the treatment of syphilis, are eligible for consideration 
for inclusion or retention in New and Nonofficial Remedies, 
regardless of their official status. 

Mineral Waters.—The Council has declared artificial mineral 
waters to be nonessential modifications of natural waters, that 
natural mineral waters are only one feature prescribed by spas 
and health resorts and that mineral waters are not eligible 
for consideration for acceptance as individual products, since 
there is no convincing evidence to show that the many thera- 
peutic claims which are made for these preparations’ when 
bottled for individual use are valid. 

Diagnostic Reagents.—Reagents and other drug preparations 
which are not used in or on the human body are not considered 
for inclusion in N. N. R. At the request of the distributor 
the Council may determine the status of such products 
individually. 


EXPLANATORY COMMENTS 
Rule 1.—Composition.— The quantitative composition of 
preparations and articles submitted to the Council or considered 
by the Council for inclusion in New and Nonofficial Remedies 
must be made known and may be published. 


Secrecy is Out of Place in Medicine.—Intelligent préscribing 
requires that the physician have access to full information as 
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to the composition of what he prescribes. An article cannot 


be accepted unless this information is furnished fully and truth-_ 


fully. Information that is not available for publication at the 
discretion of the Council is of no service and will not be 
accepted. 


Statement of Composition.—In the case of a definite chemical 
substance or mixture, a descriptive name satisfactory to the 
Council must appear on the label and in the advertising. 


Vehicles and Preservatives —The general character of the 
vehicle and the identity of preservatives or of any other sub- 
stance, whether added or present as an impurity, must be stated 
if these can under any circumstances affect the therapeutic 
action of the article. This as a rule does not mean the pub- 
lication of flavoring materials or the details of the working 
formula. 

In the case of preparations for parenteral injection, the identity 
and amount of preservatives must be declared in the labeling, 
preferably on the individual container label but, when that is 
impracticable, on the carton label or individual package insert; 
in the event that no preservative is present, the absence must 
be declared. The term “preservative” is intended to include 
all substances used for the purpose of preserving the identity, 
strength, quality or purity of a preparation. Thus, not only 
bactericidal or bacteriostatic agents are required to be declared 
in the labeling but other chemicals, such as stabilizers, anti- 
oxidants and buffers. 

Preparations containing 1 per cent or more of benzyl alcohol 
must have this ingredient included as part of the name, as benzyl 
alcohol in such amounts acts as a local anesthetic and would 
constitute a potent therapeutic agent; for example, solution 
sodium morrhuate 5% with benzyl alcohol 2%. 

The Council requires that chlorobutanol be included in the 
title of those preparations which contain more than 0.5 per 
cent of chlorobutanol unless the manufacturer can show evidence 
that the presence of this amount does not have therapeutic as 
well as antiseptic effect. 


Nonofficial Constituents.—Nonofficial constituents of proprie- 
tary mixtures must be presented by the manufacturer in the 
regular way and must be acted on by the Council before the 
preparations containing them can be accepted. 

Constituents that are not concerned in the pharmacologic 
action of the preparation need not be submitted in detail, but 
their nature and quantity must be disclosed to the Council so 
that it may be judged that they are inert. The Council may 
require that they be declared on the label or package by such 
designations as will make their nature or purpose apparent. 


Deliberate Misrepresentation—When it appears that a manu- 
facturer has made a deliberately false statement concerning a 
product, he is asked to furnish an explanation, and if this is 
not satisfactory the product will not be accepted, even if the 
false statement is subsequently corrected or omitted. 


Testimonials —The foregoing paragraph applies not only to 
statements made to the Council but also to statements furnished 
to physicians by the manufacturer or his agents, even when 
these statements are in the form of testimonials. 


Inspection of Factories—The Council does not routinely 
accept invitations to inspect factories; its concern is with the 
finished products. If such action seems indicated, a represent- 
ative may visit the factory or principal place of business and 
manufacture to obtain first hand information concerning the 
nature of the manufacturing establishment, the facilities and 
controls available and the nature of the laboratory and experi- 
mental facilities operating in conjunction with the plant, and 
for authenticating representations concerning scientific personnel 
and investigative projects. 


Rule 2.—IpENTIFICATION.—Suitable procedures and criteria 
for determining the composition or standardization of the sub- 
mitted preparation or article must ve furnished. 

The manufacturers of a drug should possess and supply this 
information, which is necessary to control the quality of an 
article. For chemical compounds this should include tests for 
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identity, amount and purity. In case of mixtures, methods for 
determining the presence and amounts of the potent ingredients 
may suffice. If the tests have been described in standard journals 
or other works of reference, these may be cited. The phrase 
“physiologically standardized” or “assayed” is misleading, unless 
the standard and method are published in sufficient detail to 
permit of their control by independent investigators. 


Rule 3.—ApveRTISING T0 THE Pustic.—Preparations and 
articles promoted to the public for use in the treatment of 
disease will not be accepted except as specified in the following 
explanatory comments. 


Lay Advertising —Indiscriminate self medication by the public 
involves grave dangers, such as misdirected and inadequate 
treatment, failure to recognize serious disease until it is too 
late for definitive treatment, and the spread of infectious diseases 
when hidden from a responsible physician. All these are 
involved in the advertising of drugs to the public, with the 
further dangers of suggesting by descriptions of symptoms to 
the minds of the people that they are suffering from diseases 
described, the dangers of the unconscious and innocent forma- 
tion of a drug habit and the dangers of starting allergic 
reactions. 


Drugs Which May Be Promoted to the Public—These dangers 
do not apply in equal degree to all articles, and there are 
instances in which more good than harm is likely to result 
from advertisements conveying truthful information to the 
public, if they do not mislead by undue emphasis or suggestion. 
The proper promotion of such articles will not preclude their 
admission to New and Nonofficial Remedies; but, in view of 
the potential dangers to the public, such cases must be carefully 
weighed and will be confined to the following groups: (a) 
disinfectants, germicides and antiseptics, provided they are 
promoted only as prophylactic applications to superficial cuts 
and abrasions of the skin; (>) laxatives when promoted in such 
a manner as is not likely to lead to their abuse; (c) antiserums 
and fractions thereof, vaccines and diagnostic reagents derived 
from infectious agents ; (d) other preparations and articles which 
in the opinion of the Council could be safely used by the public 
for the relief of symptoms (such as antacids and analgesics). 
Each group will have to carry adequate and acceptable labeling 
statements such as “for the relief of minor aches and pains” 
for analgesics, and “for the treatment of occasional constipation” 
for laxatives. 


Unacceptable Advertising to the Public—Aside from these 
specified groups, promotion of articles to the public for the 
treatment of disease precludes the admission to New and Non- 
official Remedies. “Advertising to the public” includes all 
promotion of the article in newspapers, magazines, placards or 
circulars, as it may reach the patient, radio, films or any other 
devices. This also includes label and labeling of drugs. 

This rule imposes no restriction on the legitimate methods of 
bringing a remedy to the attention of the profession, such as 
advertising in journals, labeling, circulars and other printed 
matter distributed solely to physicians, dentists, pharmacists and 
veterinarians, provided such promotion does not invite or 
encourage use by unqualified persons. 

Advertising the name of a firm as being a reliable one is 
permissible in any advertising medium. 

Naming Diseases on Label and Labeling.—The naming of 
diseases and therapeutic indications in the labeling may be 
necessary for proper instruction in the use of articles sold 
directly to the public and is therefore permissible in the case 
of the preparations which are accepted for promotion to the 
public. 


Permanently Affixed Names.—li a prescribed article is dis- 
pensed in its original container, any permanently affixed device 
that identifies the article to the consumer constitutes advertising 
to the public. This includes bottles which have the name of 
the article blown into the glass, and other devices by which 
the name or initials or other distinctive mark of the article is 
permanently stamped on the container, on the article itself, or 
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is on tie stoppers or seals. Readily removable labels are not 
objectionable, nor is the permanent affixing of the firm’s 
initials or name to the trade package if such initials or name 
is not suggestive of the article. 


Use of Accepted Articles for Advertising Unaccepted Articles. 
—The Council does not countenance the use of an accepted 
article for advertising other articles which have not been 
accepted by the Council. The Council therefore objects to the 
mailing of circulars for accepted and unaccepted articles in one 
envelop if there is reason to believe that the method of presen- 
tation may mislead the reader and if it is not made clear beyond 
doubt, for instance by the initials N. N. R., which of the 
products have been accepted by the Council and which have 
not been accepted. This clause does not apply to advertising 
material circulated exclusively to dealers. 


When, in the opinion of the Council, a firm secures the 
acceptance of one or more articles and employs the acceptance 
in a way that promotes the exploitation of articles that are 
opposed to the principles of the rules of the Council, this may 
be considered as evidence of bad faith which may cancel the 
acceptance of all preparations of that firm. 


Acceptance of Article Offered Under Another Name.—The 
Council will not accept an article or continue the acceptance of 
an article if the same article or an essentially similar one is 
marketed in the United States by the same firm under another 
name which has not been recognized. 


Advertisements in Foreign Countries —The Council may 
take into consideration any statements made regarding an article 
or any method of advertising employed by the manufacturer 
or his authorized agents or representatives, whether in this 
country or abrvuad. No objection will be raised to the use 
of a statement such as “This substance is accepted by the Council 
on Pharmacy and Chemistry of the American Medical Asso- 
ciation under the name of .’ when such a statement 
is used in the promotion of a Council accepted preparation sold 
outside the United States under another name, provided the 
firm makes no misleading claims and meets the other rules of 
the Council. 


The Council does not regard as within its scope the acceptance 
of articles marketed solely outside the United States. 


Films.—The Council holds that the term “advertising” 
includes “advertising literature,” films and similar devices for 
informing the public or profession. 


Rule 4.—Tuerareutic CLaims.—When an article ts accepted 
therapeutic representations by the manufacturers or their agents 
must be confined to those given in N. N. R. or otherwise 
accepted by the Council. 


Unwarranted Therapeutic Claims—Manufacturers or their 
agents are held responsible for all statements made or quoted 
in any of their advertising concerning the therapeutic properties 
of their products. These must be compatible with demonstrable 
facts. 


New Claims.—Claims that are not in harmony with already 
accepted facts or supported by acceptable evidence cannot be 
admitted. Therapeutic claims made subsequent to the acceptance 
of an article must be submitted to the Council for review, 
if such claims exceed, or substantially modify, those made at 
the time of acceptance. 


Claims for Nontoxicity—Claims for nontoxicity are admitted 
only when they do not conflict with known facts. Physicians 
are cautioned that a claim of lack of toxicity means only that 
toxic effects have not as yet been recognized with the doses 
that have been studied. Apparently justified beliefs concerning 
this point are often ultimately reversed by extended experience. 
The same may be said regarding claims that drugs are non- 
irritating. 

Clinical Evidence-—To be acceptable, the clinical evidence 
must offer objective data with such citation of authority as will 
enable the Council to confirm the facts and establish the scientific 
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value of the conclusions. The amount and character of the 
evidence which is required depend on the inherent probability 
of the claims; no evidence is needed for a self-evident claim; 
very strong evidence is needed when the claim is contrary to 
the accepted data of science. The acceptability of evidence is 
determined mainly by its quality. Multiplication of inaccurate 
observations does not render them accurate. The evidence must 
be furnished in sufficient detail to permit judgment as to the 
care with which it was gathered and the legitimacy of the deduc- 
tions. Comparative trials facilitate and are often necessary for 
such judgment. Observations that are not described with 
sufficient detail to permit verification are subject to suspicion. 
The credibility of the data and the justification of the deduc- 
tions are influenced by the reputation and experience of the 
investigators as to disinterestedness, technical ability and critical 
judgment. Anonymous communications and observations gath- 
ered without adequate facilities are usually worthless as evidence, 

In passing on advertising material, the Council endeavors to 
indicate the type of claims which are acceptable and the nature 
of objectionable statements. It is not a function of the Council 
to edit advertising copy word for word, but rather to indicate 
the general type of revision required in any given piece of 
advertising copy. The Council holds the firm responsible for 
compliance with the specifications of the Council's objections and 
expects the spirit and intent of such objections to be observed 
in the remainder of the copy not specifically criticized. 


Advertising Copy.—Advertising copy which has been accepted 
by the Council may be used in whole or in part in later 
advertising without further submission for examination, provided 
this does not exceed the scope, content and purpose of the 
original material and provided there have not been any develop- 
ments which would invalidate the original material. In doubt- 
ful cases the Council considers these questions with the advice 
and cooperation of its clinical consultants. Therapeutic claims 
that do not exceed the statements in the currently accepted 
advertising will not be challenged as a rule; but if the Council 
finds reason to doubt the validity of any description in New 
and Nonofficial Remedies it may require the manufacturer to 
submit further evidence if he desires to continue such claims. 

As new pieces of advertising copy are prepared they should 
be made available for Council examination or Council files. 
Since the claims of the manufacturer are judged largely by 
their advertising, noncompliance of the manufacturers with the 
Council’s request for copies of the current advertising may be 
sufficient ground for the rejection of an article. 


References to Medical Literatwre.-—References to medical 
literature in advertising for an accepted product should be 
accompanied by the name of the investigator and year of 
publication, or by full reference to the publication to which 
reference is made. 


Use of Physician’s Signature.—The use of the personal signa- 
ture of a physician or the facsimile of such signature on tke 
label or in advertising of products tends to create an exag- 
gerated or misleading impression of therapeutic value, through 
the implication of personal supervision, and articles so labeled 
or advertised are therefore not acceptable. 


Rule 5.—Protrectep NamMes.—Proprictary names for medicinal 
articles will be accepted if the Council deems the use of such 
exclusive names not to be harmful to health and +f the propri- 
etary names are not given greater prominence in labeling and 
other promotional activities than the official names or the nex- 
proprictary names adopted by the Council. 


Advantage of Nonproprietary Names.—The Council believes 
that medical science is promoted by the use of a single name 
for each drug, based on scientific principles and freely avail- 
able to all. This would avoid much needless tax on memory 
with its attendant confusion and errors. 


Rights to Protected Names.—On the other hand, the Council 
recognizes that the discoverer of a new remedy has a legal 
right to a restricted name and that the manufacturer who 
undertakes the expense of its practical development has a rigit 
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to some protection and may not feel justified in undertaking the 
risk if this right is denied. 

The Council has therefore conceded acceptance of a proprie- 
tary name to the discoverer or to the firm which first introduced 
the article. Experience has shown, however, that this restric- 
tion to one proprietary name tends to undue prolongation of 
the monopoly and that it prevents the control of the Council 
over competing branis which could be made acceptable except 
that they employ competing proprietary names. The Council 
therefore deems it advisable to accept several proprietary names 
for the same article, provided there are no reasons which would 
render this especially objectionable and harmful, and provided 
the proprietary name is not given more emphasis in the adver- 
tising and labeling than the nonproprietary name provided by 
the Council or the U. S. P. or N. F. This means that accepted 
drugs should always be identified by adding the nonproprietary 
or offictal name when the proprietary name is used, as, for 
example, “Luminal, brand of phenobarbital,” and “Benzedrine, 
brand of amphetamine.” 

Physicians can protect themselves against much confusion by 
using the official names in speaking or writing of these drugs. 


Objectionable Names.—Names which are misleading or which 
suggest diseases, pathologic conditions er therapeutic indications 
will not be recognized (the provision against therapeutically 
suggestive names does not apply to serums, vaccines and anti- 
toxins). In the case ef pharmaceutic preparations or mixtures 


the name must be so framed as to indicate clearly the most — 


potent ingredients. Coined names for salts will not be accepted 
unless such names indicate the components of the salt; coined 
names for new substanees marketed as pharmaceutic prepara- 
tions will not be accepted unless such names indicate definitely 
the type or dosage form of the article. 


Proprietary Names for Unoriginal Articles. — Proprietary 
names will not be recognized for articles which are included 
in the U. S. Pharmacopeia or National Formulary unless the 
name was in public use before the drug was admitted to these 
books. 

In the marketing of unoriginal articles, the legitimate interests 
of the producer are sufficiently served by identifying such prod- 
ucts by appending the name or initials of the manufacturer or 
agent or by the use of a general brand mark. No objection will 
be made by the Council to the use of such brand marks, pro- 
vided that in no case shall such mark be used solely as a 
designation for an individual artiele. Names, initials or brand 
marks of manufacturers or agents when used to denote pro- 
prietorship shall not be of such character as to cause any 
misunderstanding or confusion as to their significance. 


Attitude on Mixtures—The Council endorses the principle 
that prescriptions should be written on the basis of the thera- 
peutic effects of the individual ingredients. For this reason there 
are included in N. N. R. only those mixtures that present some 
real advantage. 


Pharmaceutic Preparations and Mixtures—-A proprietary 
name may be accepted for pharmaceutic mixtures on the ground 
of originality and if it is a distinct improvement over available 
preparations. This is exceptional, for pharmaceutic preparations 
rarely involve sufficient originality and it is impertant that their 
names should remind the prescriber of their potent ingredients. 
The Council recognizes, however, that the development of the 
practice of pharmacy has been along lines which make it 
undesirable at times to prepare complicated ointments and 
suppositories and that there is a tendency for such preparations 
to be manufactured ready-made by the manufacturers for 
prescription by physicians. 

The Council may also recognize coined names for phar- 
maceutic preparations or mixtures that were in actual use before 
the establishment of the Council and that have been used 
continuously since that time, and names for mixtures that were 
named under the reasonably justified bona fide belief that they 
were chemical compounds, provided such coined names are 
not otherwise objectionable. 
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Coining of Name.—The Council recommends that trade names 
be coined so as to indicate the potent element or constituent. 


Naming Salts.—Difficulty frequently arises from the applica- 
tion of coined names to salts. For example, a firm introduces 
the hydrochloride of a synthetic base under the name “Arti- 
fieialine.”” Subsequently the firm decides to introduce the lactate 
of the same base. If this is called “Artificialine lactate” the 
name ‘“Artifieialine” will now mean the base instead of the 
hydroehloride which is being marketed under that name. In 
order to avoid this confusion the Council holds that coined 
names for salts will not be accepted unless such names indicate 
the components of such salts, thus “Artificialine hydrochloride” ; 
the name “Artificialine,’” unqualified, is acceptable only for the 
base. 

A similar difficulty may arise when a product is marketed 
first only as a pharmaceutie preparation to which the manu- 
faecturer wishes to apply a short coined name, for example, an 
elixir of a new hypnotic under the name “Aliphal.” If later 
the manufacturer elects to market the substance also in powder 
form, an entirely new name would become necessary and this 
would cause confusion both to the profession and to the trade. 
The Council therefore holds that coined names for new sub- 
stances marketed as pharmaceutic preparations will not be 
accepted unless sueh names indicate the type or dosage form 
of the preparation, thus “Elixir of Aliphal,’ “Aliphal Powder,” 
not “Aliphal” unqualified. 

For declaration of benzyl alcohol or chlorobutanol in the 
name of a product, see comments under Rule 1. 


Use of Numerals and Letters—Since the use of numeral or 
alphabetical designations in connection with drug names tends 
to take the emphasis away from the name and to displace the 
name, thus leading to confusion, the Council does not accept 
the name of a drug in which the numeral or letter is an integral 
part of the name except in special cases in which the use of a 
numeral or letter seems desirable, for instance, because further 
improvement of the product is anticipated, in which case the 
Council may grant a special exemption from the rule. Under this 
rule the use of numerals or letters in connection with the name 
of a product will not be permitted on labels or in advertising 
unless the numeral or letter is clearly separated from and sub- 
ordinated to the name by type and if feasible by position. This 
rule shall not apply to price lists and catalogues. 


Biologic Products—A biologic product intended for use as 
a diagnostic reagent, vaccine or antibacterial or antitoxic serum 
should be designated by a name which indicates its biologic 
nature, e. g. tuberculin, rabies vaccine, diphtheria toxoid, diph- 
theria antitoxin. A proprietary name will be recognized for 
inclusion in N. N. R. only if it clearly indicates the nature of 
the product. 


Rule 6.—PATENTS AND TRADEMARKS.—If a preparation or 
product is patented as to process or product or both, the number 
of such patent or patents must be furnished to. the Council. If 
the name of an article ts registered or the label copyrighted, 
the registration (trademark) name and number and copies 
of the protected label must be furnished ta the Council. 


This. information is essential to deternuning the legal status 
of the article. If it is registered in a foreign country under a 
different name, this information should also be supplied so as to 
identify the article in the foreign literature. 

Rule AND USELEss ARTICLES.—A_ prepara- 
tion or an article will not be accepted if tn the opinion of the 
Counce it wil not be in the best interests of the medical profes- 
sion and the public. 


Useless dragging is apt to be harmful. This precludes the 
acceptance of artieles which have no definite therapeutic value, 
of compounds or mixtures with an excessive number of active 
ingredients or with ingredients that are of no probable assistance 
to each other, and of articles which involve dangers of toxic 
effects disproportionate to their therapeutic value. 
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THROMBOSIS AND EMBOLISM 
The term thromboembolic syndrome has been used 
increasingly to emphasize the direct association often 
existing between the formation of thrombi in the deep 


veins of the legs and pulmonary embolism. Thrombosis ~ 


in the veins of the legs is believed to be responsible 
for approximately 95 per cent of the cases of pulmonary 
embolism. 

Allen? points out that the peak incidence of throm- 
bosis and embolism occurs in the winter months (about 
one third of all cases) and the lowest incidence during 
the summer. Fewer cases of this type are reported 
in New Orleans than in Boston; it is suggested that 
they are milder and more amenable to treatment by 
sympathetic block in the former city. Age is impor- 
tant. In Allen’s clinic only 5.7 per cent of the patients 
with thrombosis and embolism were under 30 years 
of age and 12 per cent were between 30 and 40, leaving 
over 80 per cent above the age of 40. 

Allen says that there are two definite methods of 
preventing fatal embolism available at this time. One 
is the use of anticoagulant drugs, such as heparin and 
Dicumarol (3,3’-methylene-bis-|4-hydroxycoumarin] ), 
which are often effective if properly used. The second 
method is prophylactic interruption of the femoral vein. 
Up to Oct. 1, 1945, 816 patients at the Massachusetts 
General Hospital had received the latter procedure. In 
nearly one half (47.3 per cent) this technic was 
employed because of the presence of definite signs and 
symptoms indicating thrombosis in the leg veins. Signs 
of infarction in the lungs was present in 34.4 per cent, 
and in 18.3 per cent prophylactic interruptions were 
carried out because of age or the presence of an acute 
disorder which would indicate a high degree of proba- 
bility of the development of thrombosis during treat- 
ment. Although the operations have been performed 
almost entirely by the resident staff, fatalities have not 
occurred and only one death from a massive embolus 
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has developed following femoral vein interruption. 
This, incidentally, came from the profundi femoris vein 
eight days after the superficial femoral vein had been 
ligated. 

Some patients received heparin or Dicumarol therapy 
following femoral vein interruption with the hope of 
diminishing the extension of thrombosis in other veins 
and thus preventing or lessening further infarcts. Of 
101 patients in one group who received Dicumarol 
postoperatively, three instances of thromboembolic phe- 
nomena occurred. As is well known, However, both 
heparin and Dicumarol have numerous contraindica- 
tions and must be administered with great care. 
Prophylactic bilateral superficial femoral vein interrup- 
tion, however, is, according to Allen, a safe and harm- 
less procedure and prevents postoperative thrombosis 
and embolism. This, he says, is particularly suitable 
for the older patients. Dicumarol in small doses is 
useful in selected patients as a preventive against throm- 
bosis and embolism, especially in conjunction with 
femoral vein interruption. When Dicumarol is used, 
it is imperative for the safety of the patient to carry 
out careful laboratory observation on the plasma pro- 
thrombin time both preoperatively and after the admin- 
istration of this substance. 

Elsewhere in this issue (page 196) appears another 
thoughtful discussion of the subject. Bauer ? empha- 
sizes especially the importance of early diagnosis of 
thrombosis in the deep veins of the leg. The signs of 
such thrombosis commonly mentioned in the textbooks 
are not enough to allow as early diagnosis as is desirable 
if the best results are to be achieved. Every inex- 
plicable rise of the pulse and temperature curves, he 
says, as well as symptoms from the lungs, such as even 
slight pain in one side of the chest, must arouse 
suspicion of the presence of a thrombosis. Examination 
of the lower part of the patient’s leg should then 
follow. If pronounced swelling, cyanosis and tender- 
ness along the back of the calf are found, diagnosis is 
easy, but the thrombosis must be considered advanced ; 
tenderness over a certain segment to deep palpation 
applied to the back of the calf is the most constant 
early sign and is considered a probable indication of 
the presence of thrombosis. Phlebography is extremely 
important as an aid in diagnosis and should, he believes, 
constitute a routine method at all hospitals in cases of 
suspected early thrombosis. 

Once diagnosis has been made, especially at an early 
stage, Bauer prefers heparinization. This consists in 
intensive heparin treatment together with active forceful 
movements of the legs beginning at once. Patients sub- 


_ jected to this treatment are required to leave the bed 


one day before the administration of heparin is 
discontinued. 


1. Allen, Arthur W.: Thrombosis and Embolism, Bull. New York 
Acad. Med. 22: 169 (April) 1946. 


2. Bauer, Gunnar: 


Heparin Therapy in Acute Deep Venous Th-om- 
bosis, this issue, p, 
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The evidence presented by Bauer may not be enough 
to convince every student of the thromboembolic syn- 
drome that this is the treatment of choice. Such studies, 
however, reflect an increasingly active interest in this 
frequent cause of sudden death and disability. Early 
and drastic improvement in the methods of prevention 
and management of the thromboembolic syndrome are 
foreshadowed by studies such as those cited. 


HYPERPYREXIA IN INFANCY 
CHILDHOOD 


In his clinical study of fever in infancy and childhood 
up to 12 years Akerrén * analyzed 232 cases of various 
acute conditions in which the temperature reached 
105.8 F. at least once. The death rate of the whole 
group was 56 per cent. In 121 cases of acute fever 
in which a definite specific illness was not demonstrated 
the death rate was 97 per cent. The tendency to high 
fever was especially apparent in the infants under the 
age of 2 years; in certain cases hyperpyrexia alone 
seemed to be the cause of death. Other symptoms 
besides the fever included disturbed consciousness, con- 
vulsions, coma, hurried breathing, weak and rapid pulse, 


AND 


paleness—a clinical picture which Akerrén called the 


hyperpyretic syndrome, a term previously used in 
French writings. In the treatment of this condition 
reduction of the temperature is the first step. In the 
prevention of hyperpyrexia everything that tends to 
increase the temperature of the body—excessive warmth 
of clothing, overheated rooms and similar factors—must 
be avoided in the handling of infants and children with 
fever. 

Under the term “le malin syndrome,” the malignant 
syndrome, Hutinel * and other French pediatric writers 
have included the grave weakness and the general 
functional disturbances in many etiologically distinct 
acute infectious diseases, particularly in children, This 
syndrome was one of the main topics discussed at the 
last French pediatric congress before the war. In a 
second article on the hyperpyretic syndrome Akerrén ® 
states that Marquézy and Ladet found hyperemia, hem- 
orrhages and lesions of ganglion cells in the sympathetic 
system and in the brain of children who died in the 
course of “the malignant syndrome.” In the lungs, 
liver, kidneys and other organs a hyperemia was found 
seemingly due to dilatation and stasis of the capillary 
and precapillary vessels. Now Akerrén is strongly 
impressed with the similarity of the clinical manifesta- 
tions and the lesions in the syndrome to those of shock 
as described by Moon * and others, with the exception 
that the syndrome frequently is associated in nurslings 


1. Akerrén, Y.: On Hyperpyretic Conditions in Infancy and Child- 
hood, Acta pediat. 31:1, 1943. 

2. Hutinel, V.: Le syndrome malin dans les maladies de l’enfance, 
Paris, Masson & Cie, 1927. 

3. Akerrén, Y.: Om patogenesen av de hyperpyretiska formerne av 
det maligna syndromet, Nord. med. 25: 608 (March) 1945. 

4. Moon, V. H.: Shock, Philadelphia, Lea & Febiger, 1942. 


EDITORIALS 221 


and young children with hyperpyrexia. In heat stroke, 
however, in which the lesions are like those of traumatic 
shock, hyperpyrexia does develop. The observer con- 
cludes again that hyperpyrexia may have a direct causal 
effect in the syndrome. He has observed surprisingly 
rapid recovery in serious cases of what he called the 
hyperpyretic syndrome and now calls the hyperpyretic 
form of “malignant syndrome,” on energetic reduction 
of the temperature by artificial means. Reports by 
French surgeons are cited on the value of cooling the 
body in operations on hyperpyretic infants. 

As this matter now stands, the malignant syndrome 
of the French—a less confusing term is needed—appears 
to be a shocklike condition with a hyperpyretic form. 
The benefit of antipyretic treatment suggests that hyper- 
pyrexia may be the primary factor in this form of the 
syndrome. In febrile states of nurslings and young 
children the greatest care should be taken to control 
the hyperpyrexia. 


NEW RULES OF THE COUNCIL ON 
PHARMACY AND CHEMISTRY 

The Council on Pharmacy and Chemistry has recently 
made a thorough study of its rules for the consideration 
of preparations for inclusion in New and Nonofficial 
Remedies. The results of this study may be found on 
pages 215 to 219 of this issue of THe JourNAL. 

There have been many changes in therapy since the 
Council was organized in 1905, At that time secrecy 
and flamboyant exploitation were the order of the day. 
With the honorable exception of a few manufacturers 
or sponsors of remedies who were sincerely desirous of 
fully and honestly informing the medical profession, 
commercial drug interests evidenced no desire to set 
forth exactly the true status of many widely advertised 
remedies. The need for an organization such as the 
Council was recognized by every one interested in 
progress. Many favorable comments were received 
from drug houses when they were informed of the 
organization of the Council. Typical of these comments 
was one from an eastern firm, stating in part“. . . it 
is the most important step taken in recent years in this 
country, as it holds out at least a ray of hope to the 
manufacturers who are trying to conduct an honest and 
ethical business.” 

Since 1905 drug therapy has undergone remarkable 
improvement. Physicians have learned to appraise 
drugs with a more critical eye, drug and pharmaceutical 
houses have added to their staffs informed and well 
known scientists, new and remarkably effective drugs 
with specific actions have been developed and, of great 
importance, the Food and Drug Administration under 
the Federal Food, Drug and Cosmetic Act has exerted 
a highly salutary influence on the marketing of drugs. 
Thus the Council feels that it can now revise or rescind 
certain rules so that it may encourage to the best of its 
ability continuous progress in rational therapeutics. 
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This is one of the reasons why the Council is extending 
its facilities to aid in the investigation of new drugs 
through its Therapeutic Trials Committee. 

The new rules of the Council now number seven 
instead of the former eleven. Prominent m the revi- 
sions are changes im the comments covering proprietary 
names and advertising to the public, all of which reflect 
the willingness of the Council to meet changing condi- 
tions and to continue its leadership. When the history 
af this bedy appears in the special publications to be 
sponsored by the American Medical Association at the 
time of its centennial celebration, the contributions of 
this “medical watchdog” will become a matter of proud 
record. All who have participated in its activities have 
reason to look back with satisfaction and forward to 
the continued support of the medical and allied pro- 


fessions. 


Current Comment 


THE PROBLEM OF CHRONIC ALCOHOLISM 


The Research Council on Problems of Alcohol says 
in a recent publication ' that 50,000,000 persons in the 
United States use alcoholic beverages, of whom approxi- 
mately 6 per cent become excessive drinkers, and of 
this number 25 per cent become chronic alcoholic 
addicts. This makes a total of 1.5 per cent of all 
drinkers, or some 750,000 who become alcoholic addicts. 
In addition to the 750,000 chronic alcoholic addicts 
there are about 2,250,000 other kinds of excessive 
drinkers. There are about 13,500 persons in the United 
States with an alcoholic psychosis. The cost of caring 
for alcoholic addicts in the mental hospitals of the 
United States, as of 1940, is approximately $13,000,000 
a year. The cost of maintaining drunken persons in 
jails is about $25,000,000 a year. The cost to society 
of crime associated with habitual excessive drinking 
is estimated to be over $175,000,000 a year. The coun- 
cil stresses that ignorance regarding the problem of 
alcoholism and lack of funds hinder the development 
of remedial measures. Annual appropriations and 
contributions to official and voluntary agencies for work 
with alcohohe addicts total about $500,000, compared 
with $130,000,000 to $160,000,000 for tuberculosis and 
$16,000,000 to $19,000,000 for infantile paralysis. In 
Sweden before the war there were ten state hospitals 
devoted exclusively to the treatment of alcoholism, in 
Switzerland seventy dispensaries where an alcoholic 
addict could go for free advice and where institutional 
care could be arranged, and in the Netherlands there 
is a consultation bureau in each of the larger cities. 
In the United States municipal, state and federal gov- 
ernmemts have made no such facilities available. In 
most communities the only public institution willing to 
aecept an alcoholic addict is the jail. In some large 
cities the municipal hospital will accept alcoholic addicts 
only der sobering up treatment. In many of these 


1. The Scientific Approach to the Problem of Chronic Alcoholism, 
Research Council on Problems of Alcohol, 60 East 42d Street, New 
York 17. 
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hospitals, as well as in many jails, conditions are 
crowded and insanitary. The estimated amount spent 
by the people of the United States for alcoholic bever- 
ages in 1944 was over $7,000,000,000. The estimated 
amount paid for radio, newspaper and magazine adver- 
tising by national advertisers in the liquor industry 
in 1940 was over $27,920,000. The council calls atten- 
tion to the fact that in the absence of an intelligent 
remedial program a satisfactory solution of the problem 
is not pessible. Millions have been spent for prohibi- 
tion, millions for repeal, millions for prohibition again, 
millions to induce people to drink, millions to stop 
them drinking. The Research Council proposes greatly 
expanded research on the nature and treatment of 
alcoholism, the personality of the alcoholic addict and 
related subjects. It also recommends the development 
of more adequate hospital facilities and increased edu- 
cation, together with industrial and legal controls. 
Reports on the council’s research will be available to 
doctors, scientists and other interested persons. The 
Research Council on Problems of Alcohol is one of 
five national agencies dealing with the problem of alco- 
holism. The other four include Alcoholics Anonymous 
with over 20,000 members in 600 or more local groups; 
the Section on Alcohol Studies of the Laboratory of 
Applied Physiology at Yale University, which operates 
two clinics and has held three summer schools on the 
problems of alcohol; the Quarterly Journal of Studies 
in Alcohol; the National Committee on Education for 
Alcoholism with headquarters in the New York, which 
employs a national lecturer who has been active in 
promoting local committees, and the National Com- 
mittee on Alcohol Hygiene of Baltimore, which pro- 
vides speakers and publishes a bimonthly periodical. 


ARE AMERICAN FAMILIES GROWING 
LARGER? 


More than three million babies were born in 1945, 
reflecting the increase in the birth rate of the United 
States between 1933 and 1943 of 30 per cent. Accord- 
ing to the calculations by Burch’ this does not mean 
that the average American family is growing larger. 
The principal explanation for the increase appears to 
be the rise in the marriage rate and the increase of 
one and two child families. This is deduced from the 
analysis of the increase in the first, second, third and 
fourth or higher births in the family. Thus, during 
the war years 1941 to 1943 the birth rate for all women 
in the reproductive age increased 22 per cent; first 
births increased 21 per cent, second births 31 per cent, 
third births 27 per cent, fourth births 19.5 per cent 
aud fifth births 11.5 per cent. Sixth and seventh births 
increased 3 per cent, but births of eight or over 
decreased 3 per cent. The conclusion is that the 
increase in the birth rate is due alimusi entirely to the 
increase of one and two child families rather than to 
enlargement of existing families. The trend has impli- 
cations for many aspects of American society, including 
the provision of medical care. 


1. Burch, Guy L.: Is the American Family Growing Larger? Popu- 
lation Bull. 2:21 (April) 1946. 
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MEDICINE AND THE WAR 


ARMY 


BRIGADIER GENERAL MALCOLM C. GROW 
APPOINTED AIR SURGEON 


Brig. Gen. Malcolm C. Grow was recently appointed Air 
Surgeon of the Army Air Forces, replacing Major Gen. David 
N. W. Grant, now retired. General Grow was responsible for 
the establishment of the Aero Medical Laboratory, the Eighth 
Force Personal Equipment Office, the preparation of AAF Air- 
Sea Rescue Ditching instructions and the “flak suit” and helmet 
for air crews. 


ARMY MEDICAL DEPARTMENT PRAISED 
FOR PSYCHIATRY CONTRIBUTIONS 


Dr. Arthur H. Ruggles, chairman of the Committee of Neuro- 
psychiatric Civilian Consultants to the Secretary of War, 
recently commended the Army Medical Department for its 
“outstanding contribution to the advancement of psychiatry in 
World War II.” Dr. Ruggles, medical director of Butler Hos- 
pital, Providence, R. attributed the “extremely low per- 
centage of the major mental disorders” in World War II to 
the Army’s “efficient and effective methods of early treatment 
of the less severe nervous disorders.” 


EXHIBIT ON PHYSICAL THERAPY AND 
RECONDITIONING EXERCISES 


A joint exhibit illustrating the physical therapy and physical 
reconditioning exercise programs conducted by the Army 
Medical Department was recently presented by the Physical 
Reconditioning and Physical Therapy Branches, Office of the 
Surgeon General, at the national convention of the American 
Association for "lealth, Physical Education and Recreation. 
The exhibit included charts, posters and photographs illustrat- 
ing the physical reconditioning and therapy procedures, and 
remedial and developmental exercise apparatus. 


KENNEDY GENERAL HOSPITAL CITED 


The Meritorious Service Unit Plaque was recently awarded 
to Kennedy General Hospital, Memphis, Tenn., for “superior 
performancé of duty in the performance of exceptionally difficult 
tasks during the period from Jan. 1, 1943 to Jan. 1, 1946.” Dur- 
ing those three years the hospital cared for more than 45,000 
patients. 


ARMY AWARDS AND COMMENDATIONS 


Colonel William J. Bleckwenn 

The Legion of Merit and the Oak Leaf Cluster were recently 
awarded to Col. William J. Bleckwenn, Madison, Wis., “for 
exceptionally meritorious conduct in the performance of out- 
standing services in the Southwest Pacific Area from March 4, 
1942 to Oct. 15, 1943.” Colonel Bleckwenn, according to the 
citation, “commanding a medical regiment, planned and estab- 
lished two United States army hospitals in Northern Territory, 
Australia, where extensive air operations were being carried 
out by the United States Army Air Forces. Providing vitally 
needed hospital facilities in an area from which evacuation was 
difficult, he was instrumental in saving the lives of many 
wounded officers and men. In January 1943, at an advance 
base in New Guinea, he employed his own troops for labor, 
and, utilizing salvaged materials at hand, constructed a model 
1,000 bed general hospital. Responsible for all medical instal- 
lations throughout New Guinea, Colonel Bleckwenn established 
the first neuropsychiatric service in that region and was respon- 
sible for the rehabilitation of many patients, who returned to 


their units without further hospitalization. From June to 
November 1943 he directed preparations for the medical sup- 
port of military operations along the north coast of New 
Guinea. By his outstanding professional skill, resourcefulness 
and organizing ability, Colonel Bleckwenn made a noteworthy 
contribution to the support of military operations in Australia 
and New Guinea.” 

The citation accompanying the Oak Leaf Cluster stated that 
“Col. William J. Bleckwenn, rendered distinguished service as 
consultant in neuropsychiatry, Sixth Service Command, from 
July 1944 to November 1945. With a background of rich 
experience in the actual handling of nervous and mental casual- 
ties in the combat area, he displayed unusual foresight and 
understanding in organizing the program of treatment for 
mentally disabled returnees.” Dr. Bleckwenn graduated from 
Columbia University College of Physicians and Surgeons, New 
York, in 1920 and entered the service April 18, 1941. 


‘ Lieutenant Colonel Johnson F. Hammond 

The Legion of Merit was recently awarded to Lieut. Col. 
Johnson F. Hammond, editor of the Builetin of the United States 
Army Medical Department, for his work in developing “this 
journal into an invaluable means of relaying the latest authori- 
tative medical developments to medical officers all over the 
world. His achievements signally contributed to the welfare of 
the sick and wounded in World War II.” Dr. Hammond 
graduated from Rush Medical College, Chicago, in 1910 and 
from the Army Medical School, Washington, D. C., in 1911. 
He was commissioned in the Regular Army Medical Corps in 
1912. He served until 1920, when he was retired for physical 
disabilities. In 1922 he joined the staff of Tue JouRNAL OF 
THE AMERICAN Mepicat Assocration and was assistant editor 
of THe JourNAL at the time he was recalled to active service 
in August 1943. 

Major Richard L. Etter 


The Bronze Star was recently awarded to Major Richard L. 
Etter, formerly of Houston, Texas, “for meritorious achieve- 
ment in connection with military operations against the enemy 
in Germany from April 2 to May 9, 1945. Directing the opera- 
tions of the clearing station of an infantry division,” stated the 
citation, “Captain Etter rendered outstanding service through- 
out this combat period. During the crossing of the Sieg River, 
when exceptionally heavy casualties taxed the facilities of the 
clearing station to capacity, Captain Etter worked night and 
day to provide the best possible care for all the wounded. With 
his station seriously understaffed and frequently on the move 
in order to keep contact with attacking elements, it was only 
by tireless efforts that he was able to furnish timely medical 
and surgical care for the troops. Captain Etter’s fine service 
as an officer and a surgeon assisted materially in maintaining 
combat morale and reflects great credit on himself and the armed 
forces.” Dr. Etter graduated from George Washington Univer- 
sity School of Medicine in 1943 and entered the service Dec. 28, 
1943. 

Major Allan B. Crunden Jr. 


The Legion of Merit was recently awarded to Major Allan 
B. Crunden Jr., Montclair, N. J., chief of the plans branch, 
Office of the Air Surgeon, for his work asa staff officer and 
medical instructor at the AAF School of Applied Tactics from 
January 1943 to March 1945. According to the citation, Major 
Crunden “conceived and expedited the preparation of reference 
manuals as well as the development of various standard instruc- 
tional publications to meet the training needs of personal equip- 
ment officers throughout the Army Air Forces. In successfully 


establishing this efficient and effective training program he per- 
formed an outstanding service which reflects great credit on 
himself and the armed forces of the United States.” Dr. Crunden 
graduated from Temple University School of Medicine, Phila- 
delphia, in 1938 and entered the service June 23, 1942. 
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Currier, George E............... Sudbury 
Belmont 
Hennessey, James A........... Brookline 
McNamara, Francis J............Melrose 
Marcellino, Samuel E............. Milton 
Mikalonis, Joseph P........... Dorchester 
Morrison, Herbert S........... Brookline 
Nowak, Stanley J. G............ Belmont 
Palmer, Edward J............ Cambridge 
Putnam, Lawrence A............ Holyoke 
Worcester 
Woodruff, Lorande M............. Boston 
Michigan 
Arehart, Burke Detroit 
Burhans, Robert A.........East Lansing 
Detroit 
MacDonell, Lowell 
Grosse Ile 
Hastings 
Detroit 
Walkowiak, Robert G............ Detroit 
Minnesota 
Duluth 
Christensen, Clarence H........... Duluth 
Joyce, George L............... Rochester 
Louisell, Charles T.......... Minneapolis 
Thysell, Desmond M......... Minneapolis 
Mississippi 
Missouri 
Jones, Theodore R.......... Kansas City 
Newberg, Waldo L.......... Kansas City 
Saferstein, Theodore H........St. Joseph 
Smith, Robert M...............St. Louis 
Montana 
Callan, Terrance D............4 Anaconda 
Nebraska 
Lewis, Raymond G............... Omaha 
Manganaro, Frank J.............. Omaha 
Panzer, Edward J. C..........060. Omaha 
Nevada 
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New Jersey 


Bensel, Arlington Jr.........East Orange 


Bolton, Alexander A. Jr......... Newark 
Nimaroff, Meyer............... Irvington 
Panigrosso, Louis R........ Perth Amboy 
Rothschild, Daniel L......... Maplewood 
Schwarzwald, Irving....West York 
Sutherland, William W Ridgewood 
New Mexico 
Fishback, Charles F......... Albuquerque 
Markham, ‘Allen Albuquerque 
New York 

Agrest, Francis A.............. Brooklyn 
Armstrong, William G............. Troy 
Buffalo 
Bender, Morris B............. New York 
Hurwitt, Eliiott S............ New York 
Jackson, Sidney C.....Forest Hill, L. I. 
Kaplan, Abraham............ Mt. Vernon 
Nichols, Joseph E.............. Brooklyn 
Yonkers 
Ransom, Charles L............. Syracuse 

Ryan, Edward P............;. New York 


Sawicki, Joseph J.....Ozone Park, L. I. 


Zucker, Seymour. New York 
North Carolina 
Covington, James M. Jr....... Wadesboro 
MackKinney, Loren G.. ..Chapel Hill 
Palmgren, Einar <A. Jr.. Charlotte 
Stringfield, Thomas Jr....... Waynesville 
Weaver, Andrew J..............: Mebane 
Oklahoma 
Coppedge, Orville N............. Bristow 
Spottswood, Maurice D............ ‘ulsa 
Rhode Island 
Baute, Joseph A........ East Greenwich 
Einhorn, William L............ Newport 
Fletcher, Henry B............ Providence 
Hanley, Francis E....... East Providence 
Pearson, Rudolph W......... Edgewood 
Sheehan, John Jj., Jr........% Providence 
Thompson, Ernest D.......... Providence 
Williams, Harold W.......... Providence 
South Carolina 
Ford, Blanchard F. Jr....... Bennettsville 
Holman, James M............. Florence 
Denmark 
Columbia 
O’Cain, Raymond K........... Charleston 
Whitaker, Andrew B............ Camden 
Utah 
Anderson, Rees H........ Salt Lake City 
Argyle, Emery M............- Tremonton 
Moreton, John R......... Salt Lake City 
Rothwell, Robert S....... Salt Lake City 
Wood, Eugene........... Salt Lake City 
Vermont 
Agnew, Clifford C............ Brattleboro 
Angell, Wilmer W....... ....-Randolph 
McSweeney, Roland E........Brattleboro 
Morris, Richard W. J.......... Poultney 


Reynolds, Ernest V............... R 
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ORGANIZATION SECTION 


THE WAGNER-MURRAY-DINGELL BILL 


Hearings on S. 1606—To Provide for a National Health Program 


(Notre.—This is a condensation of the verbatim report of the 
hearings.—Ep.) 
(Continued from page 162) 
United States Senate, Committee on Education and Labor. 
16, 1946 
AFTERNOON SESSION 
Honoraste James E. Murray Presiding 


PRESENT: 
Donnell. 


Senators Murray, Pepper, Tunnell, Smith and 


SENATOR Murray: This morning there was some question 
raised with reference to the question as to whether or not the 
bill, the pending bill, had any provision for preventive medicine, 
and | wish to call attention at this time to section 213 of the 
bill on page 63, which provides as follows: 

Section 213. For the purpose of encouraging and aiding the advance- 
ment and dissemination of knowledge and skill in providing benefits 
under this Act and in preventing illness, disability, and premature death, 


Again over on page 65, 
vides as follows: 

(b) The term “general medical benefit’’ means services furnished by a 
legally qualified physician or by a group of such physicians, including all 
necessary services such as can be furnished by a physician engaged in 
the general or family practice of medicine, at the office, home, hospital, 
or elsewhere, including preventive, diagnostic and therapeutic treatment 
and care, and periodic physical examination. 


subdivision (b) of section 214 pro- 


I believe there is reference also to preventive medicine in 
some other parts. All through title |, in the grants to states 
you will find references to preventive medicine which it stresses. 
Senator DONNELL: Yes, sir. 

SENATOR Murray: The first witness this afternoon is Dr. 
Lowell S. Goin. Before we call on Dr. Goin | wish to have 
mserted into the record a number of the statements which have 
been received from medical societies around the country, and I 
have been requested to have these put in the record. 

I would like to insert into the record at this point the state- 
ment that has been filed by the State Medical Association of 
Texas. 

Senator Murray: The statement of the State Medical 
Association of Texas refers to a schedule of benefits provided 
by the Blue Cross Plan in Texas, and a copy of this document 
will be filed with the committee for the information of the 
committee, 

(The pamphlet “Blue Cross Comprehensive Service for the 
Whole Family, Dallas, Texas,” is filed for the information of 
the committee. 

Senatok Murray: There will also be inserted into the 
record at this. point a statement from the New Mexico Medical 
Society, a statement from the Academy of Medicine of Cleve- 
land and a statement from Dr. Franz Goldmann, associate clin- 
ical professor of the Yale University School of Medicine. 

SENATOR Murray: I would also like to insert into the 
record at this point statements from Dr. R. C. Kash of Lebanon, 
Tenn., and Edwin L. Page of Concord, N. H. 


Statement of Dr. Lowell S. Goin 
of Los Angeles 


Dr. Gorn: I am Lowell S. Goin of Los Angeles. I am a 
practicing physician, and I happen to be president of the Cal- 
ifornia Physicians Service, which is a voluntary health care 
plan of California, and I am also president of the College of 
Radiology and the Radiological Society of North America. 
feel a great sympathy for the objectives which are hoped to 


be attained by the enactment of this bill, and I admire the 
humanitarianism of those who work so hard for their attain- 
ment. There is not the slightest doubt that the sudden and 
unpredictable imposition of heavy costs for medical care is 
frequently catastrophic. The physicians of America are well 
aware of this and, individually and collectively, have devoted 
much time and energy to an attempt to solve the problem. They 
believe that a solution is becoming apparent and that, given 
reasonable time, will be reached. They believe that the solu- 
tion will be a better one than that currently proposed and 
that more medical care, and much better medical care, will 
be available to the American people if voluntary plans are 
allowed to evolve than if compulsory health insurance becomes 
law. If it be argued that no voluntary plan completely meets 
the need, I reply that that is true, but that evolution is not 
a rapid process and that, in a field in which there is little or 
no experience, haste must be made slowly. That this is like- 
wise true in government controlled compulsory health insurance 
plans is shown by German and British experience. Title II of 
S. 1606 (for example) contains seventeen sections, but the 
German insurance law had (before the war) grown to more 
than 3,300 sections—a certain indication of the complexity of 
the problem and of the impossibility of composing a neat and 
efiective solution. 

The American Medical Association, speaking (1 am confident) 
for the overwhelming majority of American physicians, 
opposes this legislation on five grounds: 

1. The existence of a need for it has been established more 
by ha <sictamare statements than by logic and documented facts. 

2. Even if the need were soundly established there is no 
experience to indicate that compulsory health insurance would 
benefit the public health, although there is some reason to 
believe that it would lower the health standards. 

3. The costs are totally unpredictable, and no one has even 
a fair idea of what such a program would cost. 

4. Medical care is not the sole factor involved in good health, 
and there are many things that could properly be done to 
benefit the public health before we embark on a program such 
as is proposed. 

5. Voluntary health plans are more in keeping with the 
American tradition and will result in far better care being 
given to our people. 

I should like now to discuss each of these five points in turn: 

1. The social planner maintains that the state of health of 
the American public is deplorable and tgat medical neglect is 
a commonplace occurrence. The reason, they say, is the 
interposition of a financial barrier between the sick man and 
the doctor and argue that to remove this barrier will solve 
our health problem. Last fall the President of the United 
States in a message to Congress pointed with horror to the 
shocking figures of Selective Service rejections as an indi- 
cation of the dire need for the enactment of compulsory health 
insurance. Is it of no significance that our mortality and 
morbidity rates are among the lowest in the world? Is it 
an accident that the United States now leads the world in 

medical education? Is our constantly increasing expectancy of 
life a reflection of our deplorable state of health? Do you 
know that the American death rate for diphtheria is about one- 
half that of Great Britain or prewar Germany? Diphtheria, 
incidentally, is an excellent indicator, since it is one of the few 
diseases for which we have specific preventive and curative 
measures, and since, there being no secrets involved, the 
German and British phy sicians know as well how to treat it 
as do Americans. 

So much has been made of the Selective Service rejection 
figures, the 5,000,000 4-F’s, that they deserve a moment of 
special attention. Senator Pepper’s interim report analyzes 
the 4,217,000 rejectees ona breaks them down into groups. 
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444,800 were rejected as “manifestly disqualified.” These 
include the armless and the legless, the totally blind, the totally 
deaf, the deaf mutes, and so on. What medical care could 
have made this group whole? How shall the amputated leg 
be restored, and who knows how to cure optic disease? The 
modern concept is that mental disease is largely a constitu- 
tional inborn inability to cope with reality. What has medical 
care to do with it? 582,100 were rejected for mental deficiency. 
That is to say, they simply lacked the intelligence to become 
soldiers or sailors or, indeed, useful citizens of any sort. They 
are the idiots, the imbeciles and the low grade morons. Even 
a very slight knowledge of eugenics will persuade any one 
that this group does not constitute a medical care problem. 
Together, these three groups reach a total of 1,727,600, or 
more than one third of the rejectees. If they are now excluded, 
there remain 2,426,500, a little less than one half the famous 
5,000,000. 320,000 of these were rejected for musculoskeletal 
defects. 

SENATOR DONNELL: Of the total number, you mean? 

Dr. Gorn: That is the congenitally short leg, the club foot, 
the withered arm, the congenitally dislocated hip, the absence 
of a half vertebra and the consequent crooked back. How, 
I ask, would medical care have restored these unfortunates to 
usefulness? 280,000 were rejected for syphilis. Treatment 
for syphilis is offered freely everywhere. As a matter of fact 
our statute books are simply loaded about syphilis prevention. 
I doubt that there is a community in which a syphilitic person 
may not receive treatment from a department of public health. 
One wonders how compulsory health insurance would have 
eliminated this group. 220,000 were rejected for hernia, prob- 
ably for hernias so severe that the Army was unwilling to 
attempt repair. I mean by that that likely these were bad 
hernias because I did think the army repaired some. Hernia 
is the result of a congenital defect in the inguinal or femoral 
canal, presumably due to a defect in the germ plasm. If 
such a defect exists, its bearer is likely to have a hernia, and 
medical care has nothing whatever to do with the occurrence 
of hernia. 160,000 were rejected for “eyes,” by which I 
suppose is meant defective vision. Now it is true that some 
forms of blindness (ophthalmia neonatorum, for example) may 
be prevented by adequate medical care, and I think every state 
has a law requiring the instillation of silver into the eyes of the 
newborn, and it is my belief that opthalmia neonatorum is 
practically an extinct disease, but I think it fair to assume 
that this group of 160,000 did not include the blind but those 
with visual errors too great to permit good or even fair vision. 
If one is born with an eyeball too long or too short or one 
that is not symmetrical, then one wiil have a refractive error 
and one will either wear glasses or not see very well, and 
medical care again has nothing at all to do with it. These 
groups total about 1,000,000, and the rejections which might 
be due to a lack of medical care are thus reduced to about 
1,500,000, or about one third of the shocking figure of 5,000,000. 
Although it is quite problematic whether any program of 
medical care would have altered substantially this figure, we 
many rest on it, confident that the figures fall a good bit short 
of establishing an urgent need for the enactment of compulsory 
health insurance. 

2. Even if we had had thoroughly established the need for 
some better plan for medical care, it would be proper to 
inquire whether a p¥foposed plan offered some reasonable 
probability of improving public health. Since compulsory 
health insurance has existed in various parts of the world 
for fairly long periods, it should be possible to examine the 
experience in those areas and, by analogy, establish the probable 
effect of our plans on our own health. I think it quite inter- 
esting to note that compulsory health insurance has been in 
effect in San Francisco for some years as regards the municipal 
employees. The insured are served by the same physicians and 
in the same hospitals as are noninsured persons. In spite of 
the fact that no financial barrier exists between an insured 
person and a physician, the incidence of ruptured appendix is 
higher among the insured than among the uninsured. In this 
instance, at least, the removal of the financial barrier, so 
abhorred of the social planner, did not seem to benefit the 
insured public. The morbidity and mortality rates are higher 
in nearly all insurance countries than in our own. May I 
quote to you from Dr. Nathan Sinai’s book “The War of 
Health Insurance?” Remember that he is a most able and 
ardent advocate of compulsory Health Insurance. He says that, 
“Contrary to all predictions, the most startling thing about 
the vital statistics of insurance countries is the steady and 
fairly rapid rate of increase in the number of days the average 
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person is sick annually and the continuously increasing dura- 
tion of such sickness. Various studies in the United States 
[he says] seem to show that the average recorded sickness 
per individual is from seven to nine days per year. It is nearly 
twice that amount among the insured population of Great 
Britain and Germany and has practically doubled in both coun- 
tries since the installation of insurance.” 

SENATOR DONNELL: Might I ask a question? 
the approximate date of Dr. Sinai’s book, if you know? 

Dr. Gorn: I would say roughly 1943 or 1944, maybe it is 
1942. This seems to me a rather sound argument against 
compulsory health insurance, although Dr. Sinai probably did 
not intend it thus. To clinch the matter, he adds “It seems 
to be a safe conclusion that insurance has certainly not reduced 
the amount of sickness.” This puzzles me a little, since I 
have naively assumed that the intent was to reduce the amount 
of sickness and to improve health. I believe that the evidence 
in hand warrants the flat statement that compulsory health 
insurance will not benefit the public health. 

3. When compulsory health insurance was proposed in Cal- 
ifornia a year ago last January, no one appeared with any sound 
idea as to its cost. The guesses varied between $20 per person 
per year and $80 per person per year. Most thought that $40 
was a fair figure. I think it significant that costs are nowhere 
discussed in the present bill, the Surgeon General of the Public 
Health Service being given a blank check. At $40 per person 
per year the program would cost 4,000 million dollars, and 
no one really knows whether this amount would suffice. Experi- 
ence elsewhere indicates that there is needed at least one employe 
(not including those actually delivering medical service) for each 
hundred insured persons (Crownhard, J. G.: Sickness Insurance 
in Europe, 1938, p. 25). On this basis we would need to increase 
the government payroll by about 1.5 million employees. And 
yet, to pay this vast army, to pay the doctors, to pay for hos- 
pitalization and for the other benefits offered, no sums are 
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named, no appropriations are made and no limits are set. This 
is a rich country, but no wealth is unlimited. 
4. A sort of current custom is to use the terms “medical 


care” and “health” as if they were interchangeable—as though 
one were a synonym of the other. As a matter of fact, medical 
care is only a small part of the health problem—not even the 
most important part. Health consists largely in not being 
sick; medical care consists largely in an attempt to cure or 
alleviate disease. Nearly all—perhaps all—of the health legis- 
lation which has been proposed from time to time has been 
written by social planners, seldom, if ever, in consultation with 
physicians. Consequently nearly all of it contains much wishful 
thinking and not too much reality. Too much confidence is 
placed in preventive medicine, too much earnest belief that 
periodic health examinations will prevent disease, and all the 
legislation evidences a complete failure to understand that 
preventive medicine simply has not yet attained the goals wished 
for. To cite a few of the problems: How shall heart dis- 
ease (except that due to rheumatic fever) be prevented? What 
sort of health examination will be efficient in its control? 
How shall we prevent, or even recognize, early brain tumors? 
Shall every one with a headache have encephalographic or 
ventriculographic studies? Shall we do gastrointestinal x-ray 
studies on every one with indigestion and, if so, where shall 
we obtain the skilled personnel? How are bone tumors pre- 
vented, and what periodic examination makes one aware of the 
pneumonia of next week? Medical care is, and will for a 
long time continue to be, the care of the sick, ‘and this I repeat 
is only a fraction of the health problem. Some other fractions 
to which government might well turn its attention are san- 
itation, hygiene, health education, adequate diet, good housing, 
adequate clothing, working conditions and “patent medicine” 
control. And there are many others. If government is 
sincerely interested in the health of the citizen, why should it 
not suppress “patent medicine” advertising ? Ww hy should it 
not regulate the cults and require that all who wish to practice 
the healing arts pass the same tests? Why should it not control 
radio publicity of nostrums, vitamins and the like? This current 
legislation is attacking only a small segment of the health 
problem, and even if it were to accomplish all that its propo- 
nents claim it still would not solve our health problems. 

5. Voluntary health plans will, if given the opportunity, do 
the job, and do it better than government controlled plans can 
do. These plans, which already imclude a very large number 
of persons, are in accord with our traditional emphasis on 
personal responsibility, prudence, foresight and thrift. They 
have an American digmity which is lacking in the regimentation 
of compulsory health msurance. They can be and are more 
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economically administered, they can and do give better medical 
care, and they will be and are supported by thousands of 
physicians who are bitterly and unalterably opposed to govern- 
ment controlled medicine. In California we have made a 
good start. Our California Physicians Service offers medical 
care at modest costs. A quarter of a million of our people 


“have availed themselves of it, and appear to be quite satisfied 


with it. The Farm Security Administration had a_ medical 
care program for the rural indigent. California Physicians 
Service took it over and gave better medical care for less 
money and to the satisfaction of those giving and receiving the 
care. California Physicians Service has just signed a contract 
with the State Grange providing medical care for nearly 100,000 
farm people. These activities, which are duplicated in most of 
our states, are indications of how voluntary plans can meet 
the challenge—how they are meeting it, and how they will 
continue to do so with a steady and healthy growth if they 
are not crushed by the monster of bureaucratic control. 

SENATOR Murray: Doctor, is it not true that most of the 
objections that are made to the compulsory system with refer- 
ence to the relationship between physician and patient apply 
equally to the voluntary systems? Dr. Gorn: Senator, | am 
really familiar only with the California voluntary system and 
in that instance I will answer “No, it is not true.” 


Senator Murray: Will you explain the California system 
again briefly? Dr. Gorn: That is a voluntary health care plan 
in which people are enrolled as beneficiary members and are 
served by doctors who are professional members. The doctors 
are paid on what is called a unit basis; that is to say that 
the funds received in a given month are pooled and, after the 
necessary administrative expense and a reserve for unforeseen 
contingencies, such as an unexpected epidemic next month, are 
set aside, the remaining money is divided equally among the 
doctors on the basis of what service they have rendered. The 
minimum amount of medical service is presumed to be a visit 
to the doctor in his office, one office call. That is known as 
one unit. The fee schedule is then in multiples of that unit. 
There is no one that intervenes at all between the doctor and 
his patient. There are practically no regulations, none that 

know of that concern the practice of medicine. 

SENATOR Murray: Does your system give full coverage 
to the people that belong to it? Dr. Gorn: Not quite, Senator. 

SENATOR Murray: What do they cover? Dr. Gorn: We 
have three types of contract that we offer. We offef the 
so-called catastrophic coverage, in which the insured is covered 
for hospitalization and surgery, including fractures and dis- 
locations. 

SENATOR Murray: That is only im cases of a catastrophe? 
Dr. Goin: It is a case requiring any sort of surgery plus 
fractures and dislocations which are considered to be surgery ; 
they are specifically included. Then we have the same contract 
with the so-called medical rider, in which the patient receives 
medical care if he is hospitalized, and then we offer a third 
contract known as the “two visit deductible” in which the 
patient, the subscriber, is fully covered except that he must 
pay for the first two visits to the doctor. However, if the 
first two visits lead to hospitalization and surgery he is not 
obliged to pay for them. The purpose of the two visit deductible 
is to prevent the insured from imposing on the professional 
member. 

SENATOR Murray: Ail three of the systems would not cover 
all the service that is proposed under the pending bill. Dr. 
Gorn: All except the first two visits to the doctor, Senator. 

SENATOR Murray: You do not provide for maternity care, 
do you?) Dr. Gorn: Yes, sir; after ten months. The sub- 
scriber must be a subscriber for ten months before she is 
eligible, but thereafter she is completely eligible. 

SENATOR Murray: Do you provide dental care? Dr. Gorn: 
No, sir. 

Senatok Murray: And no nursing care? Dr. Gorn: The 
ordinary floor nursing in the hospital, no home nursing. 

Senator Murray: And no eye care? Dr. Gorn: What 
do you mean by that? 

SENATOR Murray: Medical treatment of the eyes. Dkr. 
Goin: We do not prescribe glasses, but any eye disease is 
just as amenable to treatment as any other disease. 

Senator Murray: You take the position that the com- 
pulsory system would result in a deterioration of the medical 
service, of the medical profession in the country? Dr. Gorn: 
1 am persuaded of it. 

Senator Murray: Is it not true that at one time the 
American medical profession considered favorably compulsory— 
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Dr. Gorn: That is true. I think we are all entitled to one 
mistake. 


SENATOR Murray: That was a serious mistake made by 
very excellent men. Dr. Gorn: That is right; but since that 
time we have developed a good deal of experience. 

SENATOR Murray: But for a long time you were also 
opposed to a voluntary system. Dr. Gorn: I could not say 
that is true. I think the American Medical Association did 
not regard voluntary care plans with much favor for some 
time, largely because there had been no experience developed, 
and no one knew how to do these things or whether they 
could be done. I think the doctors are rather complete realists. 
We face conditions as they are. If we have an incurable 
patient, for example, we do not hope to cure the patient, we 
hope to make him as comfortable as possible until death inter- 
venes. They thus learn to be realistic. To want to do some- 
thing and to do it are not synonymous terms, and I think for 
a long time we doubted whether there was enough experience 
in the world to justify any type of health insurance. I think 
slowly it is developing that there is an increasing amount of 
experience which does justify it, and therefore we have reversed 
our attitude and we now support these matters. 

SENATOR Murray: Without some system of insurance, or 
some means ot making modern medical care available to a large 
section of the people of this country, they would go without 
adequate care. Dr. Gorn: No, I could not agree to that, sir. 

SENATOR Murray: You do not accept that at all? Dr. 
Goin: No, I do not. 

Senator Murray: You think that the American people can 
get all the medical care they need? Dr. Gorn: I heard Senator 
Pepper this morning describe the lack of medical care in his 
home state. Of course, | have no way to know what occurs 
in Senator Pepper's home state. But I can say this, that I 
have been in the practice of medicine for thirty-four years and 
that during that time I have never refused any person any 
medical care that I thought I was competent to give, nor do 
I know any of my fellows that have done so. Now perhaps 
there are people who have done otherwise. 

SENATOR Murray: You think that the present system, then, 
of having the medical profession wherever they find patients 
coming to them that are unable to pay, that they should accept 
those patients and care for them? Dr. Gorn: I certainly do. 
I think it is not only their duty, I think it is their privilege to 
do so. 

SENATOR Murray: And you think that that would be the 
result in this country, if we did not have any compulsory 
system? Dr. Gorn: No, sir. I do not wish to be misunder- 
stood. I do not argue for the maintenance of the status quo. 
I think we must find some better way to distribute medical 
care. [ am not yet sure what that better way is. My preference 
for the moment is for voluntary health care plans, but I think 
it is also true that one need not be sure of the right answer 
to know when the wrong answer is wrong. 

SENATOR Murray: Of course, there are a great many 
members of the profession, and even members of the American 
Medical Association who disagree with you in these views. Dr. 
Goin: Well, a great many in that a few thousand are a great 
many. But I think 95 per cent of the physicians of America 
would agree with my views. 

Senator Murray: I have here a release just issued by 
the Committee for the Nation’s Health, which I will ask to 
have inserted in the record. 

I will read it. 


DISTINGUISHED PHYSICIANS SUPPORT HEALTH BILL 

A distinguished group of physicians, all members of the American 
Medical Association, in a telegram to Dr. Channing Frothingham, chair- 
man of the Committee for the Nation’s Health, took sharp exception to the 
AMA stand on the Wagner-Murray-Dingell national health bill now under 
consideration by the Senate Committee on Bducation and Labo 

“We believe from available experience,” the telegram ak “that 
voluntary health insurance plans will be too costly to give satisfactory 
medical services for the urgent needs of the American people. 

“Therefore, we favor a National Health Program financed by com- 
pulsory insurance and delivered by decentralized administration with 
utilization also of voluntary medical care plans meeting approved 
standards. 

“Free choice of physician by patient and complete professional freedom 
for the doctors must be insisted on. 

The list of physicians signing the telegram includes doctors in private 
practice throughout the United States, medical school teachers, research 
scientists, clinicians, Among the group is a winner of the Nobel prize, 
Dr. George R. Minot of Boston, Dr. Thomas Addis of San Francisco, 
well known medical professor at Stanford University Medical School, 
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Boston 
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Francis P. Denny, M.D., Brook- 
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McCoy of New Orleans, nationally known for his work 
on the control of infectious diseases, Dr. Ed 

professor of pediatrics, 
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ward A. Park of Baltimore, 
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Rebecca Solomon, M.D., Meriden, 
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William C, Williams, M.D., Ruth- 
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N. 
Edward L. Youn, M.D., Beston 


So there are a great many doctors around the country that 
are giving study to this problem and are of the opinion that 
a compulsory health system w ould be advisable in this country. 
Dr. Gorn: Senator, might I remark that it is not at all 
established that these men have given study to this problem? 
Perhaps they are well wishers who would like to see good done 
to humanity. It, I think, would be very interesting to know 
how many of the telegrams Dr. Frothingham sent out did 
not get affirmative answers. I spent Sunday with a man in 
New York who is a professor of pediatrics at Columbia who 
refused to send such a telegram. His name is not there. I do 
not think it is a very large number compared to the number 
of doctors, and if it please the committee I could within ten 
days get a similar telegram signed by one thousand names for 
each name on there. 

Senator Murray: I am not disputing that. I am merely 
pointing out that these men who are on that list are men of 
prominent standing and distinction in the country. Dr. Goin: 
‘That is true. 

SENATOR Murray: And that they are giving study to the 
problem and are of the opinion that a compulsory health system 
is, advisable. Dr. Gorn: That is right. Some of them have 
devoted their lives to getting a compulsory health system 
activity. Peters, Addis and Butler, for instance, devoted almost 
their entire lives to getting such a system. I presume they 
are sincere. 

SENATOR Murray: When did these doctors commence to 
promote such a program? Dr. Gorn: I know Addis, to 
my personal knowledge, has been advocating it for sixteen 
years. 

SENATOR Murray: And the American Medical Association 
generally opposes it? Dr. Goin: That is right. 

SENATOR Murray: I notice that in this report of “Medical 
Care for the American People,” which was issued in 1932, a 
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committee on the costs of medical care, that the American 
Medical group at that time was opposed to the voluntary 
system. That is true, is it not? Dr. Gorn: I could not say, 
but I would not be at all surprised, because as I said before 
at that time we had no body of facts on which to proceed on 
a voluntary health care plan, and they had to be worked out, 
piecemeal, slowly, painfully and frequently expensively. 

SENATOR Murray: I had reference here to the minority 
report at that time signed by— Dr. Goin: The signers of 
the minority report do not represent the American Medical 
Association. It represents eight doctors, members of this 
committee. 

SENATOR Murray: The members who were on that com- 
mittee at that time? Dr. Gorn: Well, they were just doctors 
who were on the committee. I do not know if they are even 
members of the American Medical Association. They were 
certainly not there in that capacity. 


SENATOR Murray: They consist of A. C. Christie, George 
EK. Follansbee, M. L. Harris, Kirby S. Cowlett, Arthur C. 
Morton, N. B. Van Etten, Robert Wilson, Alphonse M. 
Schw italla and Olin West. Dr. Gorn: Schwitalla, for instance, 
is a Jesuit priest; not a doctor at all. 


SENATOR Murray: He is a professor at St. Louis Uni- 
versity. Dr. Gorn: He is dean of the St. Louis Medical 
University and is a priest; not a physician. 

SENATOR Murray: I understand that. 
these problems. Dr. Gorn: 
ican Medical Association. 


Senator Donnett: If I may interrupt, I call attention 
to page 151 of the volume from which the chairman is reading 
at which Dr. Schwitalla is described as “A. M Schwitalla, 
Ph.D.” I think the other gentlemen are mentioned as “M.D.” 


but he is referred to as “Ph.D.” 


SENATOR Murray: After this meeting of the committee 
that was set up at that time, these medical men who signed 
this report opposed the voluntary system and advocated the 
compulsory system. Is that right? Dr. Goin: I could not 
answer. I do not know. I am not familiar with it. 

SENATOR Murray: I will read it. 


Dr. Gorn: I think it would be of little significance since it 
is nearly sixteen years since the report was written. A great 
many things have happened. 

SENATOR Murray.— 

The Committee on the Costs of Medical Care has been in existence 
for five years and during that time has collected at considerable expense 
a great body of data. Among these data are extensive comments on 
insurance medicine as it has developed and is now working out in 
various countries in Europe and also in this country. In 1931 Simons 
and Sinai conducted a study of health insurance for the American 
Association which the majority report of the committee sum- 
marizes on page 99. One of the statements in their summary is as 
follows: “Every attempt to apply the principles of voluntary insurance 
on a large scale has proved to be only a longer or shorter bridge to a 
compulsory system. Every so-called ‘voluntary’ system is successful in 
just about the proportion that it contains compulsory features.’”’ Noth- 
ing has been made clearer than the fact that voluntary health insurance 
schemes have everywhere failed. In Europe they have been replaced 
by compulsory systems which are now under trial. Even in Denmark, 
where the system is nominally voluntary, there are indirect but very 
effective means of compulsion. 


He is a student of 
But not a member of the Amer- 


Dental 


I understand that this report was submitted to the House of 
Delegates of the American Medical Association and that the 
House of Delegates approved this in 1933. Is that true? Dr. 
Goin: I could not say. I was not a member of the House 
of Delegates at that time. But I repeat that I think it has 
but little significance, since times have changed a great deal 
= ensuing years. That report was probably written about 
1930. 


SENATOR DONNELL: In 1931. 


Dr. Gorn: In 1931 perhaps. I think we are in a consid- 
erably different situation. I should like to answer an objection 
that they raise, however, that the voluntary health insurance, 
all these plans, have always heretofore failed. I think that is 
true too, but they must have been speaking of voluntary health 
insurance plans in Europe since we had none in this country 
at that time. 

I might call your attention to the fact that attempts at 
democracy also did fail in Europe, and had we been guided by 
their failures we would not have had a republic in this country; 
that no country, until we did so, wrote a truly democratic 
constitution such as we live under; that voluntary health insur- 
ance plans might have well been nourished by the rugged 
fertile democratic soil of America, whereas they would be like 
the wheat that was sown among the rocks in the parable, in 
Europe, where they have a en. Pr class they would almost 
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consider indigent, where they have a social economic culture 
erived from the feudal period, where conditions are so much 
different that I do not think there is any valid comparison. 
I should think that if we could cover 71,000,000 people in 
America with life insurance on a voluntary basis, without any 
compulsion whatever, persuading these people to buy the insur- 
ance because they believe they need it, I see no reason to believe 
we could not cover 71,000,000 people with a voluntary insurance. 

SENATOR Murray: We have been trying for a long while 
to spread health insurance in this country, but we have not 
succeeded. Dr. Goin: Not very long, Senator. 

SENATOR Murray: Do you think it would be possible in any 
length of time to get a complete coverage in the country under 
a voluntary system? Dr. Gorn: I think the voluntary 
systems, if they were not handicap by the fact that they 
are largely under the management of doctors and state medical 
societies having at their disposal extremely limited funds and 
having not much business experience, and being totally unable 
to afford the publicity that they should have, and the sales 
campaign that they should have, if we were freed from those 
restrictions, I think we could sell an enormous amount of 
voluntary health insurance in a short time. 

SENATOR Murray: But these voluntary health systems do 
not give the people joining them full medical coverage. Dr. 
Gorn: No, nor does the compulsory health insurance, although 
the bill says that it will. But the fact is that it takes time 
to develop these things, Senator Murray, and one cannot just 
dash in and turn everything at first crack. 

SENATOR Murray: What medical care or service do you 
mean to say that is not covered by the pending bill? Dr. Gorn: 
It is all covered by the bill. But most of us have seen how it 
is actually applied and we are not too impressed. 

SENATOR Murray: You mean to imply that it would never 
be carried out? Dr. Gorn: Well, it would be carried out in 
compliance with the letter of the law, but it would not be 
any good. Twenty-five people walking through my office and 
saying they have a cough and having prescription 271 handed 
to them by me is not medical care in my mind. 

SENATOR Murray: How would it be better under a volun- 
tary system? Dr. Gorn: You do not have any interference; 
any regulations. The doctor treats his patient as he sees fit. 
lf the patient does not like him, he goes somewhere else. 
Under our voluntary health plan in California, any patient may 
select me if he likes, but if he does not like me there is 
nothing to compel him to come to me. He can go to my 
neighbor. Hence he is likely to find the medical care he 
wants. Nobody tells me what I must do to these patients. 

SENATOR Murray: Under this bill nobody tells the doctor 
what he must do. Dr. Gorn: Oh, Senator, I could not quite 
agree with that. 

SENATOR Murray: That is what I consider your personal 
construction of the language. But it is not susceptible of that 
construction in my judgment. The bill properly construed 
does not interfere or attempt to supervise the doctor in any 
respect. In fact, it specifically undertakes to point out that 
it does not interfere with the doctor or with the relations of 
the patient and doctor. 

(Dr. Goin gave some demonstrative cases from military 
practice.) 

Senator Murray: Do you not think the doctors in this 
country and the various clinics and laboratories, operated 
under a group practice system, do you not think they give excel- 
lent service to the American people? Dr. Goin: I think it 
varies a good deal between various clinics, but in general I 
would think yes. 

Senator Murray: The system of group practice in this 
country has to a large extent supplanted the former practice 
of individual doctors. Dr. Gorn: I would not say so. 
think the individual doctors are by far in the majority. 

SENATOR Murray: But the group practice system is grow- 
ing in this country, and it is tending to— Dr. Gorn: Yes, sir. 

SENATOR Murray: It is the modern method of medical care 
now recognized as the most efficient. Is not that true? Dr. 
Gorin: 1 would say it is an excellent way to practice. 


SENATOR Murray: Isn’t it much better than the old system 
of a single practitioner attempting to take care of a patient? 
Dr. Goin: I do not think a single practitioner does attempt 
to take care of a patient except in the most trifling incident. 
I do not think he has any hesitance to summon consultation, 
He does not secure the approval of the administrative officer 
of the district, either, but he does in this bill. 

Senator Murray: How does that affect the service that 
he would render, even if he did contact the administrative 
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officer? Dr. Gorn: Senator, I think the minute you interpose 
an administrative officer between the sick man and the con- 
sultant you begin to complicate the system. 


SENATOR Murray: We have this system right here in the 
Senate of the United States. I go to an administrative officer, 
Dr. Calver, and he sends me out to the Naval Hospital. I go 
out there and I am checked up by doctors that I never saw 
before and never heard of before. They tell me what is the 
matter and recommend treatment. Dr. Goin: Would it be 
unfair for me to point out that you are a distinguished Senator 
from the United States and not a fellow who works down 
at the docks. 


SENATOR Murray: If it is good enough for a distinguished 
Senator, it might be good enough for a person who works 
down on the docks. Dr. Goin: That is true, but the reverse 
is not necessarily true. 

SENATOR Murray: It seems to me that the system is good 
because it is effective and because it is the modern way of 
handling the sick. Dr. Gorn: Senator, I cannot believe that 
you would compare the service that a Senator gets in a 
government hospital with the service that an ordinary plain 
day laborer might expect to get at the hands of panel doctors 
subject to the administrative officer’s directives. I cannot 
believe that. 

SENATOR Murray: You mean to imply, then, that an ordinary 
person walking into one of these voluntary systems would not 
get complete and excellent care? Dr. Goin: Voluntary system? 

SENATOR Murray: Yes. Dr. Gorn: If he did not, he 
would go elsewhere. 


SENATOR Murray: You think it is only a United States 


. Senator going through the Naval Hospital that can get the 


finest kind of care? Is that the idea? Dr. Gorn: No, sir. 
What I say is that you probably get attention far surpassing 
that which might be expected to be received by an ordinary 
panel patient who is a laborer, who goes to the panel doctor, 
who is subject to the directive of the medical administrative 
officer of the district. I think there is no comparison whatever 
between the two situations, and I think you will admit it. 


Senator Murray: I do not understand the medical officer 
in the district having anything to do with the situation after the 
relationship of patient and doctor is made under this bill. Dr. 
Goin: Section 205, paragraph (a), Senator, establishes.it. It 
says that the patient may have a specialist if his attending doctor 
requests it, if it is approved by the administrative medical officer 
of the district. 

SENATOR Murray: What is wrong with that? Dr. Gorn: 
I think a good deal is wrong with it. I do not wish a medical 
administrative officer intervening between me and my desire to 
have a consultant if I am not satisfied with your medical 
attention. 

SENATOR Murray: Line 15, page 46 is as follows: 

(d) The services of a specialist or consultant shal! ordinarily be 
available only upon the advice of the general or family practitioner or 
of a specialist or consultant attending the individual. The services of 
specialists and consultants shall also be available when requested by an 
individual entitled to specialist and consultant services as benefits and 
approved by a medical administrative officer appointed by the Surgeon 
General. 

Isn't that a reasonable regulation? Dr. Gorn: I would not 
think so, sir. 

SENATOR Murray: You would not? Dr. Gorn: No. Under 
voluntary health care plans he could have the service of a 
specialist on his own demand. If he was sick and not satisfied 
with any doctor and wanted a specialist, | would feel I was 
entitled to get it on demand. 

SENATOR Murray: It says “The services of a specialist or 
consultant shall ordinarily be available only upon the general or 
family practitioner or of a specialist or consultant attending the 
individual.” Dr. Gorn: But if the family practitioner does not 
think you need a specialist, the patient cannot have one. In 
line 21, “until the medical officer approved of it.” That, I think, 
is unwarranted interference between the doctor and patient. 

SENATOR Murray: The various voluntary plans that have 
been called to my attention are all plans that do not give full 
medical care and hospital service. They all have some quali- 
fications which prevent a person from getting the advantage of 
full modern medical care, and nine times out of ten they would 
be compelled to pay for the services that they would find them- 
selves in need of. Dr. Gorn: Senator, [ can speak with 
authority only for the California physicians, in which, as I told 
you, I am president of the board of trustees, but speaking 
authoritatively for that service I would say that is not the case. 
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Senator Murray: I merely wish to point out that the plans 
we have examined—voluntary plans—all have qualifications and 
exceptions which vary in the various sections of the country. 
Your plan is a complete plan, affording complete medical care 
and hospitalization. Dr. Gorn: It is not quite a complete plan. 
As I teld you, we have three different types of contracts. The 
best, the most complete one, excludes the first two visits to the 
doctor. We have thus far found it necessary to do so for this 
reason, that John Jones drinks a lot of gin on Saturday night 
and wakes up feeling pretty bad on Sunday morning. If he 
has to pay to see the doctor he takes an aspirin and wishes he 
had not taken the gin. Otherwise he sees the doctor, and that 
breaks the plan. Therefore we have been obliged to impose 
these two visits. I do not think anybody would avoid a doctor 
if he had to pay two calls to the doctor, possibly not to exceed 
$10 anywhere, and not to exceed $5 or $6 in most places. 

Senator Murray: On the other hand there are a great many 
people in this country, working people, employed in the various 
industries, and in mining and so forth, who have families and 
who are compelled to live on a modest income, and in such 
cases as that, even without having overindulged themselves, and 
without any cause on their own part, they become sick, and 
oftentimes they neglect going to a doctor because they hesitate 
to incur the cost ot such a visit. We find that in the testimony 
we have received here continually for several years. Dr. Goin: 
I would be inclined to agree with that, but I would also like 
to add that these same people have commonly spent much more 
than the cost of one or two visits to the doctor on “patent 
medicines,” strange and irrational cults and advice from mcom- 
petent persons which has led to the expenditure of money. Edu- 
cation is a part of this problem. 

SENATOR Murray: That is right. And that is exactly what 
this bill is seeking to avoid, the people who sell these “patent 
medicines” are contributing to the funds for the purpose of 
opposing this very program. Dr. Goin: Possibly so. I do not 
know about it. 

SENATOR Murray: I know about it, and in the drugstores 
throughout the country where you go in and buy this “patent 
medicine,” they slip in a little bit of propaganda into the package 
warning you against this bill that is pending here in the Senate 
of the United States. Dr. Gorn: I am very glad to hear that. 
I am much encouraged. 

Senator Murray: You would like to encourage that. Dr. 
Goin Yes. 

SENATOR Murray: You would like to continue the system 
in this country, _ of the sale of “patent medicine,” and quack 
remedies. Dkr. Goin: No, sir. I would like to continue the 
encouragement of the opposition of this piece of legislation. 

Senator Murray: You are perfectly willing to contribute 
to any methods that would defeat this bill. Dr. Goin: Perhaps 
not any. I do not believe it has been shown that the “patent 
medicine” interests are tied in to opposition of this bill. Per- 
haps it is. I am not aware of it. But I certainly endorse the 
distribution of the propaganda by the druggists. 

SENATOR Murray: Are you familiar with the National Phy- 
sicians Committee of Chicago? Dr. Gorn: Not particularly. 

SENATOR Murray: You have heard of it? Dr. Goin: Yes, 
I have even contributed to it. 

SenatoR Murray: You have. And they have sent out a 
lot of false and malicious propaganda in the country against this 
bill, calling it political medicine and socialized medicine. Is that 


true? Dr. Gorn: I think we would have to define our terms, 
Senator. Your “false and malicious” might be different from 
mine. 


Senator Murray: When they totally misrepresent the pro- 
visions of the bill, do you think that is malicious? Dr. Gorn: 
I have not seen it done. 

Senator Murray: I have seen it. They circulated their 
propaganda and it has been distributed all over the United 
States. Dr. Goin: As Dr. Sensenich said this morning, if it 
is propaganda, you do not agree with the purpose of it. It is 
only missionary work if you do. 

SENATOR Murray: You think this propaganda should not be 
objected to? Dr. Gorn: | do not object to it. 

Senator Murray: You are perfeetly satisfied with the propa- 
ganda issued by the Physicians Committee of Chicago. Dkr. 
Gorn: All that I have seen has satisfied me. 

SENATOR Murray: Of course there are a lot of people that 
feel that way about it. Dr. Gorn: I dare say. 

SENATOR Murray: I| must admit that you are within your 
rights in wanting to support that kind of a procedure to pre- 
vent legislation of this kind. Dr. Gorn: I think so. 

SENATOR Murray: I| have here a note to the effect that the 

jritish Medical Association has made a statement approving the 
medical plan, the medical health insurance system they have in 
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Great Britain, and are making proposals now for the extension 
of its service. They say in their statement “Despite its defects, 
this service has been an undoubted success.” That is the state- 
ment issued by the General Medical Service of the natioa, April 
1938, by the British Medical Assoctation. 

Senator DoNNELL: What is’ the date of that, 
SENATOR Murray: April 1938. 

Dr. Goin: My understanding is that they are bitterly oppos- 
ing the extension of the National Medical Service plan now 
proposed. 

SENATOR Murray: The information that I am receiving is 
that they are in favor of it. Dr. Gorn: I saw an article in 
Time of just one or two weeks ago, perhaps, in which all the 
evils and dangers were pomted out at great length, and the 
British quoted, perhaps, unfairly. I think it is important to 
notice what is back of that in Great Britain, which is very 
obviously for the benefit of public health, as it repeals com- 
pulsory vaccmation. I think that is a most remarkable pomt of 
sincerity. The enactment of the British service to hespitalize 
also contains a provision that abolished vaccination. 


SENATOR DONNELL: Dr. Gom, Senator Murray offered into 
the record a release issued today at the head of which is the 
expression, or statement, “Committee For the Nation’s Health, 
402 Sixth Street N.W., Washington, D. C.” That statement 
sets forth a copy of, or excerpts from, I am not certain which, 
a telegram from certain gentlemen addressed to Dr. Frothing- 
ham. Had you ever seen that telegram before? Dr. Gorn: 
Yes. Dr. Frothingham sent out a telegram last W ednesday or 
Thursday, I think it was, to a selected group of people asking 
them to sign this telegram. The way I happened to see it 
was that a friend of mine received it and asked me my advice. 

SENATOR DONNELL: And the language of the telegram was 
set forth in the request, was it not? Dr. Gorn: Ne, it was 
not. Justa tehegran endorsing this legislation. 

SENATOR DONNELL: Did the telegram which you say mention 
specifically S. 1606? Dr. Goin: Yes, sir. 

SENATOR DONNELL: I note with interest the fact that the 
quotation from this telegram which was offered into evidence 


Senator ? 


this afternoon does not mention S. 1606 at all. It reads as 
follows: 
We believe from available experience [the telegram reads] that 


voluntary health insurance plans will be too costly to give satisfactory 
medical services for the urgent needs of the American people. 
Therefore we favor a national health program fimanced by compulsory 
insurance and delivered by decentralized administration wii utilization 
also of voluntary medical care plans meeting approved standards. 
Free choice of physician by patient and complete professional freedom 
for the doctors must be insisted on. 


I call your attention, Doctor, to several facts about that tele- 
gram which I think are of considerable interest. In the first 
place, as indicated, there is no mention whatsoever of this 
particular bill, S. 1606. You observed that as I read it. Dr. 
Gorn: Yes. 

SENATOR DoNNELL: In addition to that, I want to ask you 
about this: I am unable to determine whether this telegram is 
intended as an endorsement impliedly, without mentioning it, of 
this bill, or whether it is a very careful attempt to express 
an opinion favorably for the general idea of compulsory insur- 
ance, but with certain safeguards which the signers of the 
telegram specifically wanted to have incorporated before they 
would approve it. 

I call your attention to this, and I want to ask you your 
opinion on it. 

It says, as I have indicated, “Therefore, we favor a national 
health program financed by compulsory insurance and delivered 
by decentralized administration with utilization also of voluntary 
medical care plans meeting approved standards.” 

I will ask you to state, Doctor, from your study of S. 1606, 
whether you consider the plan set forth in 5S. 1606 asa “decen- 
tralized administration” of compulsory insurance? Ur, Gorn: 
No, sir; highly centralizec 

Senator DoNnNELL: Highly centralized int? the Surgeon 
General and the Social Security Board, here 2 Washington. 
Dr. Gorn: That is correct. 

Senator DoNNELL: An advisory council composed of people 
from various parts of the United States, but as the name implies 
only an advisory council. Is that right? Dr. Gorn: I do not 
think an advisory council needs to be considered much. 

SENATOR DONNELL: In other words, the council may render 
valuable advice, but, after all, the ultimate decision, as indicated 
in S. 1606, rests in some instances in the Surgeon General, in 
other instances in the federal Social Security administrator, he 
— of the entire system. That is right, is it not?) Dr. Gorn: 

es. 
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SENATOR DoNNELL: So you would not regard this bill, 

. 1606, as conforming to this requirement of this telegram, 
that the program be delivered by decentralized administration, 
Dr. Gorn: No, I would not. 

SENATOR DoNNELL: It also, I think, gives quite an implied 
compliment to the voluntary medical care plans which have 
been instituted. It states, after the language “we favor a 
national health program financed by compulsory insurance and 
delivered by decentralized administration,” it states “with 
utilization also of voluntary medical care plans meeting 
approved standards.” Would you understand that to mean, 
Doctor, the plans adopted by voluntary associations such 
as the California and other associations over the country? 
Dr. Gorn: | would not understand it at all. I do not see what 
is meant by that. 

SENATOR Donnett: It is susceptible of the construction, 
however, that they are referring back—the signers of this tele- 
gram—to some voluntary medical care plans that somebody has 
previously instituted. Dr. Gorn: It could be. So-called 
friendly societies were incorporated in the British plan. 

SENATOR DoNNELL: The point I am making is that there is 
in this telegram, first, no specific approval of S. 1606; second, 
a qualification, as 1 read it, that the program should be 
delivered by decentralized administration, which you do ttot 
think is created by S. 1606. Dr. Gorn: No, | do not. 

SENATOR Donneti: And, in the third place, that the tele- 
gram distinctly jalers to a favoring utilization of voluntary 
medical care plans. Now, in the next plan | observe this, which 
{1 want to ask you about: The telegram said “free choice of 
physician by patient and complete professional freedom for the 
doctors must be insisted on.” Do you think, Doctor, that under 
S. 1606 free choice of physician by patient exists? Dr. Gorn: 
No, sir. 

SENATOR DONNELL: Do you think that 
freedom for the doctors is assured? Dr. Gorn : No, sir 

SENATOR DONNELL: For instance, the right of the Sersete 
General to designate who shall be considered as specialists under 
the terms of section 205, and the right of the Surgeon General 
to designate who shall be considered consultants, that is a 
restriction, is it not, on the absolute freedom of physicians? 
Dr. Goin: Certainly. 

SENATOR DONNELL: So the telegram, as I have indicated, 
therefore, has these various features which I think should be 
added in the record as supplementing the language of the 
telegram. Now, further, about this telegram. Who is Dr. 
Frothingham? Dr. Gorn: Superintendent of the Massachusetts 
General Hospital in Boston. 

SENATOR DoNNELL: Of the Massachusetts General Hospital 
in Boston? Dr. Goin: Yes. 

SENATOR DonNeELL: Has Dr. Frothingham been active, do 
you know, along the lines of compulsory insurance for some 
time? Dr. Gorn: It is my impression that he has, but I 
speak under correction. I am not too positive. 

Senator DonNELL: Do you know of the meeting that 
was held at the Carleton Hotel in Washington, D. C., April 1, 
1946, either for the organization of, or by the Committee for 
the Nation's Health? Dr. Goin: No, I do not. 

SENATOR DONNELL: Did you ever hear of the Committee for 
the Nation’s Health before the present time? Dr. Gorn: Never. 

Senator Donnett: Do you know whether it is a long 
established committee or a recently established committee? 
Dr. Gorn: I do not know, but I would assume if it were of 
long existence I would know about it, and I do not. 

Senator DonnELL: Do you know a man by the name of 
Michael M. Davis? Dr. Gorn: By reputation. 

Senator DONNELL: Do you know whether or not he had 
anything to do with the preparation of this telegram? Dr. 
Goin: No, I do not 

SENATOR DoNNELL: Do you know Dr. Ernest Boas? Dr, 
Goin: Not personally, but by name. 

SENATOR DONNELL: I note he is one of the signers of the 
telegram, and | note from tomorrow’s schedule that the doctor 
is to appear here under the designation of “Chairman, Physi- 
cian’s Forum, Inc.” That is an organization, as I understand 
from previous ener. consisting of about 2,000 doctors. Is 
that correct? Dr. Gorn: No, I do not know I know it is 
a group of physicians in favor of compulsory health insurance 
and many leftist trends. 

SENATOR DONNELL: You know it to be a small organization? 
Dr. Gorn: Yes, sir. 

Senator DonNELL: It is not at all the size of the American 
Medical Association, is it? Dr. Goin: No. Goodness, no. 


ORGANIZATION SECTION 231 


SENATOR DonNELL: Doctor, I should like to ask you also 
whether you know of an organization with offices at the same 
address at which appears the Committee for the Nation's 
Health entitled “Committee on Research and Medical Eco- 
nomics.” Dr. Gorn: Never heard of it. 

SENATOR DonNeLL: Did you ever hear of Fred Stein? 
Dr. Gorn: No. 

SENATOR DONNELL: Or Paul Kellogg? Dr. Gorn: No. 

SENATOR DoNNELL: Do you know whether Dr. Frothingham 
is a member of such a committee as that? Dr. Gorn: No. 


SENATOR DoNNELL: Then I will not pursue that inquiry 
further, save to say, Mr. Chairman, that I propose a little later 
on to present certain evidence with respect to the meeting at 
the Carleton Hotel on April 1, 1946. Now, Dr. Goin, in your 
testimony, near the outset of it, you referred to the occasion 
of the complexity of the problem, and you illustrated that by 
the fact that, while title II of S. 1606, that is to say, the com- 
pulsory i insurance portion of the bill, contains seventeen sections, 
the German insurance law had before the war grown to more 
than 3,300 sections. Dr. Goin: That is right. 

SENATOR DoNNELL: Now, just as indicative, Doctor, of the 
fact, first, that it is not solely because of the prolificacy of the 
German language that it has grown to that extent. Dr. Goin: 
I think the same thing is true in Great Britain. 

SENATOR DoNNELL: Now, I hand you this book and ask you 
if you can estimate the weight of this book by taking it in your 
hand. Dr. Goin: A couple of pounds, I guess. 

SENATOR DoNNELL: Will you look in there and tell us the 
number of pages and the title of that book? Dr. Gorn: It has 
1,281 printed pages and two or three numbered ones for notes. 

SENATOR DONNELL: What is the title of it? Dr. Gorn: 
“The National Health Insurance Act of 1936 to 1938, with 
Explanatory Notes, Cases, Decisions of the Minister of Health 
and Statutory Rules and Orders.” 

SENATOR DONNELL: By whom issued? Dr. Gorn: By Henry 
Lesser, Bachelor of Laws, London, Gray’s Inn, Barrister at 
Law, with a Foreword by Elliot, M.D., M.P., Minister of 
— and published by the Africa House, Kingsway, London, 


SENATOR DoNNELL: Mr. Chairman, I would say it is reas- 
suring to say that lawyers had to assist in getting out this book. 
At any rate, this book is entitled “The Law of National Health 
Insurance,” ‘and the frontispiece has indicated what it is as to its 
contents. Dr. Gorn: Yes. 

SENATOR DonneLL: I hand you another book which consists 
of some 360 pages, exclusive of the index, and ask you to state 
what that book is. Dr. Gorn: I know about this book. 

SENATOR DoNNELL: What is this book? Dr. Gorn: This 
is the British Panel Doctor’s “Bible.” He has to look at this 
before he can tell what is the matter with the patient or what 
to do with him. 


SENATOR DONNELL: By whom is that issued? Dr. Gorn: 
“Medical Insurance Practice,” by “R. W. Harris and Leonard 
Shoeten Sack,” and it seems to have been written by R. W. 
Harris and Leonard Shoeten Sack, both lawyers. No, the first 
one is an assistant administrator of health and the second one 
a barrister. This is the fourth edition of 1937, It is issued 
by the British Medical Association. It is addressed to “the 
general practitioner. 


SENATOR DONNELL: That is the one you referred to in your 
testimony. Now, let me read a little bit of the language here 
as indicative of the type of instruction that is given here. You 
say this is the “Bible.” Dr. Gorn: That is what we call it. 

SENATOR DoNNELL: For instance, I call attention to page 
173. This is headed “(3) Where the insured person asks for 
treatment as the private patient.” 

The acceptance of a fee from an insured person, not on your list, 
who specifically asks for treatment as a private patient does not ask for 
breach of your terms of service, but it is usually to be deprecated. 
It may cause you considerable inconvenience if he afterwards denies that 
he made such request and applies for repayment as explained above. 
No doubt the nature of the dispute would be narrowed if you took a 
statement from him in writing before giving him treatment, but even 
so, you are not free from the possibility of the patient making trouble- 
some with unfounded allegations later. 


Doctor, is there anything about taking such statements by 
patients before you even endanger yourself of the possible risk 
of false allegations under our practice today? Dr. Goin: Not 
thus far. I would take it that that is the illustration of what 
is meant by the often repeated “freedom of the physician” under 
the compulsory health insurance. 


Senator DoNNELL: Doctor, under the volume which the 


chairman read entitled “Medical Care for the American People” 
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and issued in 1932, being the final report of the Committee on 
the Costs of Medical Care, together with a minority report, you 
will recall that the chairman read from the Minority Report 
certain references to the summary made by Messrs. Simons and 
Sinai in 1931. Now I call your attention to what the chairman 
read, but what might be inadvertently overlooked, that the report 
which Messrs. Simons and Sinai made was at the instance of 
the American Dental Association. Did you observe that? Dr. 
Goin: Yes. 

SENATOR DonNneLL: Now, Doctor, let me ask you, it is 
entirely possible, I am not sure about th is, I have no doubt 
that the chairman is of the opinion that it is true, and it may 
be, that this report of Messrs. Simons and Sinai was adopted 
by the American Medical Association. Do you know if it was? 
Dr. Gorn: No, I do not know. 

SENATOR DoNNELL: Now, the findings in the report are set 
forth on pages 99 and following. I will read a few words: 

“A imons and Nathan Simons conducted in 1931 a study 
of the professional and economic problems of health insurance 
for the American Dental Association. Their principal findings 
were” and then, No. 5, “Every attempt to apply the principles 
of voluntary insurance on a large scale has proved to be only 
a longer or shorter bridge to a compulsory system. Every 
so-called voluntary system is successful in just about the pro- 
portion that it contains compulsory features.” That is the 
language to which the chairman referred this afternoon. I 
understood you to say, Doctor, earlier in your testimony that 
you are not arguing for the maintenance of the status quo. 
Dr. Gorn: That is right. 

Senator Donnett_: And you agree there may have been 
mistakes made in the past. Dr. Goin: That is right. 
SENATOR DoNNELL: And mistakes in the future? 

Almost certainly. 


SENATOR DonNetL: But that the American Medical Associa- 
tion, am I correct in this understanding of your testimony, in 
your judgment, whether you have given it or not, am I correct 
in your view that the American Medical Association is making 
an honest and conscientious and diligent effort to solve the health 
problems of the nation at this time? Dr. Gorin: There is no 
doubt that that is true. 


Senator DonNELL: Would you concur with the view of any 
one — testified, as did one witness yesterday, that the opposi- 
tion to S. 16006, at least as far as it refers to the American 
Medical Association, which was not mentioned by the witness, 
would you concur in the view, however, as applied to the 
American Medical Association that its opposition to S. 1606 is 
inspired by dishonest motives? Dr. Goin: I cannot under- 
stand what dishonest motives there would be to inspire it. 

SENATOR DoNNELL: Do you think it is inspired by any dis- 
honest motives? Dr. Goin: I certainly do not. 

SENATOR DonNeLL: Doctor, you have practiced medicine a 
good many years. Dr. Gorn: Yes, I have. 

SENATOR DoNNELL: Leaving aside the considerations of pro- 
fessional modesty, what has been your general observation of 
the type and character of the members of the medical profession 
as an entirety, as to whether they are honorable, upright, gener- 
ous and charitable men? Dr. Gorn: I would say that the 
medical profession, like the legal profession and the clergy, - 
any other profession, has always some rascals within it, but 
and large 1 would think that the character of the men din 
in the practice of medicine is rather of a superiority. 

Senator Donnett: You think that the American Medical 
Association is representative of the highest ideals and of the 
highest membership of the medical profession in this country? 
Dr. Goin: I do not think there is the slightest doubt of it. 

SenaTOR DonNeLL: It composes about what percentage of 
the actual practicing membership of the profession in this 
country? Dkr. Gorn: That is a difficult thing to answer, but 
I would guess five sixths; about 170,000 doctors, and about 
120,000 members of the Association. It is generally estimated 
that from 20,000 to 25,000 doctors do not practice either because 
of prolonged bad health, other occupations or because they have 
rctired or other reasons. 

SENATOR DoNNELL: At one point in your testimony when 
your attention was called by the chairman to the fact that 
certain gentlemen, it may have been the signers of this telegram, 
possibly others, I do not recall, did not agree with you, | think 
you said that as to that portion of your testimony you thought 
95 per cent of the doctors would agree with you. Is that a 
correct statement? Dr. Gorn: I do think so. 

Senator Donnett: And generally speaking, Doctor, with- 
out going down into the minutiae of your testimony, generally 
speaking as to the principles of your testimony here today, is 
it your judgment that the great majority of the medical pro- 
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fession of this country would concur with the views you have 
expressed? Dr. Gorn: I am absolutely certain of it. Last 
February, that is, February 1945, I debated with a doctor who 
was in favor of compulsory health insurance then pending in 
California. I made the statement in debate that I thought that 
90 per cent of the doctors of California would oppose this 
measure. W ithout the slightest hesitation he said “I will make 
it 95 per cent,” and he was the opponent. 

SENATOR DoNNELL: Doctor, you were referring to the costs 
of this compulsory insurance, and I understood your statement 
to be that it was impossible to determine what it is. I want to 
call to your attention in that connection, however, one fact that 
appeared to me was somewhat significant, and that is that 
you point out that experience elsewhere indicates that there is 
needed, at least, one employee, not including those actually 
delivering medical service, for each hundred insured persons. 
Is that correct? Dr. Goin: That is taken from a citation. 

SENATOR DONNELL: From Crownhart on “Sickness in 
Europe.” That is a publication of 1938. Dr. Goin: Yes. 

SENATOR DoONNELL: You pointed out that on this basis it 
would need to increase the government payroll by about one 
and a halt million employees. Dr. Gorn: Yes. 

SENATOR DONNELL: My recollection, Mr. Chairman, is that 
our esteemed colleague Mr. Byrd has pointed out that there are 
3,160,000 governmental employees at this time. So that your 
judgment is, I take it, from what you state here, that, assuming 
the facts set forth by Mr. Crownhart to be correct, the number 
ot government employees would have to be increased by some- 
thing over a third of what are now employed by the govern- 
ment. Dr. Gorn: That would seem to be the case. 

Senator DonNELL: Those, I understand from your state- 
ment, do not include the doctors. Dr. Gorn: That is right. 

SENATOR DoNNELL: What would these one million and a half 
people be? Dr. Gorn: They are the clerks and the adminis- 
trative officers. It is just thousands of employees it takes to 
administer such a complex thing all over the United States. 

SENATOR DoNNELL: You would have to have an employee in 
practically every city of any size in the United States, would 
you not?) Dr. Gorn: If I remember correctly, and I probably 
do not, in prewar Germany the sickness insurance, not including 
accident insurance, which was administered by a separate insti- 
tute, had a national institute, thirteen regional institutes and 
something like thirty-three thousand local offices, each of which 
obviously has to have at least one employee. In Berlin the main 
institute is an enormous building comparable to our buildings 
here in Washington. It must be staffed with thousands of 
employees. 

SENATOR DoONNELL: Roughly speaking, are you able to give 
us an estimate of what grade of salary this million and a half 
people, other than doctors, would receive? Is $2,000 a year too 
high for the average? Dr. Gorn: I doubt if it is high enough. 

SENATOR DONNELL: Say we take $2,000 a year. That would 
be three billion dollars a year just for the employees, other than 
doctors. Dr. Gorn: That is right. 

SENATOR DonNeELL: Do you have any ideas as to how many 
doctors would be engaged in this plan? Are you able to esti- 
mate at all? Dr. Gorn: I hope a very small number, but I 
could not say. 

Senator Donnett: But if the plan became effective, and 
reasonable opportunity was given for its success, undoubtedly 
there would be many thousands of doctors in it, would there 
not? Dr. Gorn: I think it would take 150,000 doctors, or more, 
a good deal more, to administer it. 

SENATOR DoNNELL: Do you think that it would take nearly 
all the time of nearly all of those men to administer their duties 
under this act?) Dr. Goin: Goodness, I should think so. 

SENATOR DoNNELL: What would you be able to estimate the 
average amount that those men w ould have to receive per person 
in order to compensate them adequately for their services? Dkr. 
Goin: There is a deep secret. It was in California too when 
we had a long series of conferences with officers of the C. I. O., 
who insisted that they loved the medical profession and w anted 
to do well with them and thought they did not do well, ought 
to make more money and have more leisure for vacations, 
graduate study, research, if they guaranteed this bill. But when 
we came down to brass tacks, Mr. Minsky, their research expert, 
thought $5,000 would be ample for any doctor, f course in 
England they only get about $2 per person per year, for insured 
persons. 

SENATOR DONNELL: 
certainly not too high? 


Would your judgment be that $5,000 is 
It would be, if anything, considerably 


too low to compensate for the average professionally equipped 
man who has put in his time studying for a profession of that 
I would think so, although, 
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of course, they get lower salaries than that in the Army and 
Navy and Public Health Service. 

Senator DonNNELL: Would you think $5,000 a year, on the 
average, would be a fair estimate as to what they would have 
io have in order to live in reasonable respectability and com- 
mensurate with their position in life? Dr. Gorn: I should guess 
so, because out of this $5,000 they have to maintain their office, 
assistance, telephone, automobile and supplies. 

SENATOR DONNELL: That would look low to me, but I take 
that figure as a very low figure. That figure would be 
$750,000,000 a year for the doctors. Now, I should not be a 
bit surprised if it would be a good bit more than that, would 
you? Dr. Gorn: No. 

SENATOR DoNNELL: If we take $750,000,000 a year and then 
‘ake for the clerical employees and others that you have men- 
tioned the one million and a half, three billion dollars, you get 
up to three billion, seven hundred and fifty million dollars as 
the cost of operation of this system. Now, with that in mind, 
Doctor— Dr. Gorn: May I say that nearly all the experts 
think that much too low? 

Senator DonneLtLt: What do most of the experts think it 
would be? Dr. Gorn: They think from four to four and a 
quarter billion dollars for the first year, and the actuarial opinion 
1s that the cost will not begin to level for at least fifty years, 
and it is very likely to reach ten or twelve billion dollars. 


(Senator Donnell brought out through questions to Dr. Goin 
the great costs of the measure and the difficulties of adminis- 
tration.) 

Senator Murray: Then is not this bill a safeguard? Under 
this bill the advisory committee of the local community assists 
in preparing the list of those who would be qualified as special- 
ists, and then you have the official recognition of this specialist, 
and the patient does not have to guess about it at all. Dr. 
Gorn: I do not want my penetrating ulcer to wait until some- 
body decides whether the fellow in the community is a surgeon 
or not. I would rather have my abdomen opened and fixed 
before I die. 

Senator Murray: Of course you can find fault with any 
bill. It seems to me that we are taking up a little bit too much 
time quibbling over these points involved in this legislation. I 
do not think it serves any purpose that is of any benefit to us 
at all. I do not think it accomplishes anything. It seems to 
me that you have already stated, clearly enough, your opposition 
to the legislation. You have stated your reasons why you are 
against it, and I do not think that it is necessary to prolong 
the examination along this point. Of course I am not going to 
stop you. [| am merely suggesting this to you. 

SENATOR DoNnNELL: I appreciate the suggestion of the chair- 
man. I shall be as brief as I can. I differ with the chair- 
man as to the importance of this. I regard this as extremely 
important. 

Senator Murray: You are submitting leading questions to 
a witness who is biased in your favor, and everybody knows, of 
course, before he took the stand, that he is utterly and unalter- 
ably opposed to this legislation. We know that. It seems to 
me that you have covered the whole situation with the testimony 
that you have already in the record. 

Senator DonNELL: I will make it as brief as I can within 
what I think are reasonable limits. Dr. Goin, in the situation 
to which I referred, to which you referred in your testimony, 
about the man who needs a consultant or a specialist, under the 
present prevailing system in this country, the individual patient 
or his family has the right, at any rate, to determine whether 
or not he shall get the services if obtainable of a given doctor. 
Dr. Gorn: Certainly. 

Senator Donnett: Whereas under the plan set forth in 
S. 1606 it would be determined by the Surgeon General through 
his local representative, down in the particular community, as to 
whether or not the given doctor is qualified to act as a con- 
sultant or specialist. Dr. Gorn: Well, the sick person can have 
a consultant on recommendation of his general practitioner too. 

Senator DoNNELL: But no one can be paid as a specialist 
or consultant under the terms of subdivision (c) of section 205 
unless he has been designated by the Surgeon General. That is 
correct, is it not? Dr. Gorn: Yes. 

SENATOR DONNELL: I want to make one or two other points 
quite briefly. One of them is the point that I think is the point 
that easily arises in one’s mind, and that is the possibility of 
political situations arising. That is to say, suppose that there 
be an administration here in Washington that has a great army 
of employees, 33,000, like they have in Great Britain, or 66,000, 
or 75,000, or whatever it may be, or 1,500,000, as this estimate 
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is, in your testimony. Those 1,500,000 people are scattered all 
over the United States, carrying on these very important func- 
tions. There certainly would be the opportunity, would there 
not, Doctor, for favoritism and political administration to enter 
into the determination by the local representative of the Surgeon 
General in Las Vegas, N. M., for illustration, as to whether 
John Smith is or is not a specialist or consultant. That oppor- 
tunity would exist; is that right? Dr. Gorn: Humanity is 
pretty weak, Senator. 


SENATOR DONNELL: Yes, and the political danger is one that 
should be borne in mind. Dr. Goin: Yes, I think it is a very 
great danger. 


SENATOR DoNNELL: I want to express this, and I think it 
is hightly important. Some one handed this to me. Not only 
do the costs include these 150,000 physicians, et cetera, but this 
plan involves hospitalization, nursing, dentistry, possibly other 
benefits. I do not recall if there are others or not. So that 
the figures of 4% billion would certainly seem to be very con- 
servative and perhaps billions of dollars under the actual cost. 
Am I correct in your judgment on that? Dr. Gorn: I honestly 
believe that they are very conservative. 

SENATOR DoNNELL: Now, Doctor, there is one other question. 
In regard to the point that you mentioned about the voluntary 
societies having the right to require that the first two visits of 
the doctor should be paid for at the expense of the patient. 
Dr. Gorn: That is provided in this bill too. 


SENATOR DONNELL: I was going to call attention to the 
fact that section 210(a) not only gives the Surgeon General 
the right after consultation with the advisory council and with 
the approval of the administrator to determine whether or not 
a fee should be paid with respect to the first or second visit, 
but it reads this way: 

Sec. 210(a) The Surgeon General may, after consultation with the 
advisory council and with the approval of the administrator, determine 
for any calendar year or part thereof that every individual entitled to 
general medical, general dental, or home nursing benefit may be required 
by the physician, dentist, or nurse furnishing such benefit to pay a 
fee with respect to the first service or with respect to each service in a 
period of sickness or course of treatment. 


As I understand it, Doctor, that gives the authority to the 
Surgeon General, after the consultation indicated and with the 
approval of the administrator of the Social Security System, to 
say to a given individual that he will have to pay for all the 
services rendered to him. Dr. Gorn: There is no question 
about it at all in the language of the act. 

SENATOR DoNNELL: So that what we have understood was a 
compulsory insurance system under which all of us would get 
this equality of opportunity, if the Surgeon General decides 
against it would be resolved into a situation where we would 
have to pay even though we paid our taxes. Is that correct? 
Dr. Gorn: That is right. 

SENATOR Murray: I might call attention there that in the 
bill, in section 210(a), you will find, commencing on line 12, 
the following language: 

Such determination shall be made only after good and sufficient 
evidence indicates that such determination is necessary and desirable to 
prevent or reduce abuses of entitlement to any such benefit and shall 
fix the maximum size cf such fee at an amount estimated to be sufficient 
to prevent or reduce abuses and not such as to interpose a substantial 


financial restraint against proper and needed receipt of medical, dental 
or home nursing benefit. 


Of course it is very proper that such provision should be in 
there, just for the very same reason that the doctor explained 
a few moments ago, why they have the provision requiring 
payment for the first visit, which may be waived if it is found 
that the person is really entitled to some real hospital care. 
Dr. Gorn: It is waived, as a matter of fact. No option 
about it. 

SENATOR Murray: So that this provision, if we do have 
compulsory health service, is a wise precaution, is it not? 
Dr. Gorn: Yes, but it somewhat lessens the comparative spread 
of benefits between compulsory and voluntary health insurance 
plans because the proponents of compulsory health insurance 
complain steadily about this two visit deductible thing, saying 
it was not complete coverage. You yourself said so. 

SENATOR Murray: This has nothing to do with avoiding 
complete coverage. This has to do with the regulation which 
prevents people who may imagine that they want medical care 
and service when they do not need it at all. Dr. Gorn: That 
I pointed out to you, Senator, is exactly the reason we have in 
the voluntary plan, not te limit people but to protect the entire 
plan. I think it is definitely necessary in both plans. 

Senator DoNnNELL: I think, Senator, it should have been 
mentioned. I am sorry I omitted mentioning it. Dr. Goin, 
may I ask you just one final question, and that is reason 2 that 
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you mentioned for which the American Medical Association 
opposed this legislation, that even if the need was soundly 
established there is no experience to indicate that compulsory 
health insurance would benefit the public health, although there 
is some reason to believe that it would lower the health stand- 
ards. Just what do you mean by “health standards”? Dr. 
Goin: I think it is fairly well shown that under compulsory 
health insurance people are sick oftener and longer. 

SENATOR DonNeLL: What is the reason for that incidence 
between the existence of health insurance and these various 
results? Dr. Gorn: I think that the increasing incidence of 
sickness is largely due to malingering. I think it is interesting 
to note that in Rhode Island, where they have cash benefits 
for sickness, the incidence of sickness rises in the summer 
coincident with the opening of the race track, and not in the 
winter when one would expect to have the colds and pneumonia 
and so forth. It is also interesting to note that in 1923, in 
Germany, the value of the German money fell to practically 
nothing. I was there and saw it happen. And that because it 
was not worth while to get sick and get the few marks involved, 
the days of sickness as measured by inability to work, fell off 
to one hundred million that year. 

SENATOR Murray: Well, Doctor, you recognize that there 
is a difference of opinion among the profession with reference 
to whether a compulsory system of insurance or a voluntary 
system of insurance would ‘be the proper system to accept in 
this country? Dr. Gorn: I do recognize it, with a qualification. 

SENATOR MurRAy: Yes. 

Senator DONNELL: Pardon me. Were you going to state the 
qualification? Dr. Gorn : I should like to. 

Senator Murray: Yes. Go ahead. Dr. Gorn: That those 
who favor compulsory health insurance are very largely people 
who not and never have practiced medicine. Very largely 
they are teachers, research workers and so forth. 

Senator Murray: We had Dr. Allan Butler on the witness 
stand the other day. He practices medicine. Dr. Gorn: I do 
not think so, Senator, if you will excuse me; I think he is a 
full time professor. 

SEN ATOR MurRRAY: 
not only in the daytime but in the night time. 
Maybe we have got a different definition. 

Senator Murray: He says he goes to the hospitals and 
has patients to take care of and apparently is an active prac- 
titioner. Dr. Gorn: There is no doubt about it; but he does 
not gain his livelihood that way. 

Senator Murray: Maybe the most of it. 
think most of it is from the salary at Harvard. 

Senator Murray: Anyway, he is an outstanding physician 
and highly qualified? Dr. Gorn : He is an outstanding doctor ; 
there is no question about that. 

Senator Murray: Senator Donnell asked him some ques- 
tions about the opposition to this legislation, and Dr. Butler 
said: 

I think the major part of the . . . publicity that is given the medical 
profession and the lay public reflects a selfish interest in maintaining 
the interests of doctors who are practicing medicine as they practice 


He testified that he practiced medicine 
Dr. GOIN: 


Dr. Gorn: I 


DonneELL: You mean the financial interest? 

Dr. Butter: Yes, sir. 

Senator DONNELL: Yet, doctor, I observe that your conclusion is, 
at page 7, quoting, “Such legislation as you are considering is impera- 
tive if physicians and hospitals are not to suffer financial embarratss- 
ment.” 

De. Better: That is correct. 

SeExaToR Donwnett: In other words, as I take it, your view is, and 
if | am wrong, please correct me, your view is that legislation, such as 
S. 1606, will prove advantageous to the medical profession; second, that 
in the absence of such legislation of this type, financial embarrassment 
by the medical profession will generally ensue? Is that correct? 

De. Butter: That is correct. 

Senator Doxnett: But in your judgment the medicaf profession is 
actuated by what you thmk are motives of self interest, they evidently 
feel the other way, amd think that the present situation will prove 
financially more advamtageous than the new system; that is correct, is it 
not 

Dr. Better: That is correct 

SENATOR DONWNELL: Doctor, may I ask you this: Is it a fact that, 
regardless of the statistics of the number im the Association or out of 
it, is it met your observation that, taken by and large, there is not any 
more generous, whole souled, upright and charitable segment of our 
citizens than the medical profession as a general proposition? Is that 
not true? 

Dr. Burrer: That is true, Senator, but it is equally true that in 
matters that affect changing the pattern of medical care, the bureaucracy 
that runs the A. M. A. does not permit free discussion. 

SENATOR DONNELL: But the members of the organization have their 
House of Delegates which meets periodically? 

k. Butter: Yes. 


and not contradicted. 
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Senator Donne: And has it within its power to express the senti- 
ments of the Association any way that the House may want to present; 
that is correct, is it not? 

Dr. Butter: With the limitation that the boys in power, who hold 
the offices, dominate the committee, can to a very considerable extent 
guide the expression of opinion in the annual meetings and suppress 
action or opinions that they do not approve of. 


So apparently there are some men in the profession who do 
think that there 1s some basis for feeling that the opposition 


of the American Medical Association in this matter is some- 
what biased. Dr. Gorn: Could I make a reply? Senator 
Murray: Yes. Dr. Gorn: Having all respect for Dr. Butler’s 


very high professional standing, and although I would have 
the greatest and most admiration for his professtonal opinion, 
I think that his statement is sheer nonsense. 

SENATOR Murray: Will you tell me, Doctor, how the mem- 
bers of the House of Delegates are elected? Dr. Gorn: Yes, 
because I know it and I do not think Dr. Butler did. 

SENATOR Murray: Very well. Dr. Goin: The members 
of the House of Delegates are elected, as near as may be, one 
halt each year by the component state societies. My state 
society in California has a house of delegates. Those members 
are elected by the county medical association, and representa- 
tion is based on population, just as the House of Representa- 
tives is here. That body elects delegates to the American 
Medical Association again on the basis of medical population. 
Our state has 8 No state has less than 1, regardless of its 
size. Half of these are elected each year, and they are elected 
for a two year term. I am a delegate for the state of California. 
Ii the California Medical Association does not like the way I 
conduct myself it is very easy for it to discharge me. As a 
matter of fact, it discharged all the delegates a year ago, put 
them out of office. I think it is one of the most democratic 
bodies I have ever seen. It is constituted almost exactly as 
Congress is. You cannot elect people to serve for a day or two; 
it would be silly. As far as the bureaucracy that has control, 
I have not yet come in contact with it. No one has ever told 
me what | should say or think. I have violently and zealously 
opposed the American Medical Association on the floor of its 
House of Delegates. Nothing happened to me. I think it is 
sheer nonsense to say a bureaucracy controls the opinion. 
Opinions are made by the House of Delegates with perfectly 
free and open discussion. Some one read testimony this morn- 
ing that these committees are appointed for years. There is 
no such thing. They are appointed each session by the Speaker. 

SENATOR Murray: As a general rule, the men who appear 
in the House of Delegates are elected each time they come up 
for election? Dr. Gorn: I think they change constantly. 

SENATOR Murray: Well, if a reputable physician from my 
state is elected to the House of Delegates he is not displaced? 
Dr. Gorn: He is apt to be elected two or three times. 

SENATOR Murray: I have often met them on trains, travel- 
ing to a meeting. Dr. Goin: That is true of Congress, is it 
not? 

SENATOR Murray: Men who came to the House of Dele- 
gates annually for years. Dr. Gorn: I think that is to the 
advantage of the nation and the American Medical Association. 

SENATOR MurrAy: I am not criticizing it at all, but, as Dr. 
Butler points out, naturally they are conservative. Naturally 
they are inclined to not be in favor of radical changes in the 
plan of medical care in this country. Dr. Gorn: Well, I think 
most of us, like most mature Americans, are not in favor of 
radical changes, Not just medical care. Change should evolve 
slowly. 

SENATOR Murray: That is true, but of course our country 
has radically changed in the last forty years. Forty years ago 
we were largely an agricultural country, but in the last thirty 
or forty years we have developed huge industries in certain 
sections of the country where masses of people are congregated, 
and sometimes earnings are low and health conditions bad, and 
they find it dificult to get adequate medical care under the 
existing system. And that is the reason why agitation. has 
developed in the country for some change, and it seems to me 
that every change which has ever been made in the history of 
this country for the benefit and welfare of the common people 
has been met with charges that it is communistic or socialistic 
or dangerous, and yet when it is enacted the people come to 
accept it and would not permit amybody even to threaten to 
change it. That has happened on almost every beneficial 
measure enacted in our history. When it is proposed originally 
it creates consternation on the part of those who have certain 
vested interests or feel that they have certain vested rights 
and they are fearful of the change, and yet they themselves 
come to recognize it later on as entirely satisfactory. Dr. 
Goin: I think that is true; but I think it is also true that 
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during the last thirty years there were a great many radical 
changes not enacted to our benefit. Not all proposed changes 
have been enacted into law. 


SENATOR Murray: [| do not know what radical changes were 
proposed that were not enacted. I cannot think of any that 
were proposed that failed to be enacted eventually. For 
instance, they had to fight here for ten years to get the Tennes- 
see Valley Authority because vested interests opposed it. We 
had to fight many, many years for an income tax system in 
the United States. That was regarded at one time with great 
fear and consternation by people in this country; and finally 
we got it. Now no one would dare to suggest that it be done 
away with. And the same way with workmen's compensation. 
I remember when I first went west to the mining camps at 
Butte, Mont., where we have deep mines and accidents occur 
almost daily. Sometimes 100 people are injured or killed or 
maimed. They had no system to take care of those men except 
by lawsuits; and the lawyers usually exacted 50 per cent of 
the recovery. We have enacted now compensation laws in the 
country which were bitterly opposed by the medical societies. 
Mr. William Green was here vesterday and told the story of 
the enactment of the workmen's compensation laws in the 
state of Ohio, which were bitterly opposed by the medical pro- 
fession in that state. He was a senator in the state of Ohio 
at the time that legislation was passed. They claimed that it 
was socialistic and very vicious legislation. Now it is accepted 
and is entirely satisfactory to every one. 

Senator Donnett: Mr. Chairman, may I say one further 
thing before the doctor leaves the stand. Doctor, do you con- 
sider, from your observation and experience, that it is practic- 
able for the American Medical Association to develop a satis- 
factory voluntary nonprofit prepayment insurance plan? Dr. 
Gow: Not the American Medical Association but its com- 
ponent state associations I think can and will do so, 

Senator Donnett: You are familiar with the movement 
that is in process? Dr. Goin: Yes. 

SENATOR DoNNELL: The organization of the corporation 
recently? Dr. Goin: Yes. 

Senator Donnett: The matters discussed here by the 
witness this morning? Dr. Gorn: Yes, | am. 

Senator Donnett: And you regard it as possible for the 
state associations to work it out? Dr. Gorn: I do. 

SENATOR DoNNELL: Do you think it will be? Dr. Gorn: 

do. 

(Dr. Sensenich introduced into the record statements by Joe 
Howard, M.D., and Mr. Say Ketchum.) 


Statement of Victor Johnson, Ph.D., M.D., Secretary, 
Council on Medical Education and Hospitals 
of the American Medical Association 

Dr. Jonnson: Unlike my two predecessors I do not practice 
medicine. My professional career has been in teaching, in med- 
ical education and in research. My official position in the 
American Medical Association is that of executive officer, or 
Secretary, of the Council on Medical Education and Hospitals. 
This council consists of seven national leaders in medical educa- 
tion and hospital matters, under the distinguished chairmanship 
of Dr. Ray Lyman Wilbur of California. The work of the 
Council (and earlier, the Committee) on Medical Education 
and Hospitals in the past century is generally conceded to be 
a major factor in the high standards of medical and hospital 
care now taimng in this country, since the quality of a 
physician’s services can be no better than the quality of his 
education as an undergraduate in medical school and after grad- 
uation in a hospital internship or residency. After the turn of 
the century there were mecreased efiorts to improve medical 
education in this country. Some of the medical schools were 
still operated primarily for the fimaneial profit of the faculty 
and provided exceedingly inferior imstruction. At the insti- 
gation of the Council, the Carnegie Foundation conducted a 
survey of medical schools, under the direction of Abraham 
Flexner and with the collaboration of Council representatives. 
The findings in this survey, constituting the classic publication 
generally known as the “Flexner Report,’ resulted in the 
closing of a number of the medical schools of the country ; these 
were schools scarcely deserving the name, producing graduates 
entirely unqualified to treat the sick. This effect of the Flexner 
Report is astonishing, since the report carried no legal or 
governmental authority but produced results entirely through its 
influence on public opinion. 

Through the ensuing years to the present time the recom- 
mendations of the Council on Medical Education and Hospitals 
still derive their effectiveness, not from legal authority, but 
from public opinion, lay and professional, which recognizes the 
objectivity of the conclusions of the Council in its efforts to 
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improve medical education and, as a consequence, the quality 
of medical care. In carrying out this work the Council, with 
the approval of the House of Delegates of the American Med- 
ical Association, has established standards of education for 
medical schools and for hospitals offering internship and resi- 
dency training to medical school graduates, as well as standards 
for schools in technical fields related to medicine, such as 
physical therapy, medical record libraries, x-ray, occupational 
therapy and clinical laboratory work. 

Annually the Council publishes three special numbers of 
THe JOURNAL OF THE AMERICAN MeEpicat ASSOCIATION 
dealing with statistics, problems and information on Medical 
Education, Hospital Care and Medical Licensure, as well as 
revised lists of medical schools, hospitals and other institutions 
adhering to the high educational standards which have been 
established. These publications are for the guidance of pro- 
spective individual students, physicians, hospitals, various 
government agenctes and the public. 

In my prepared statement I describe a number of publica- 
tions by the Council which are employed by prospective medical 
students, government agencies and the public, and if the 
committee wishes I can leave for any possible reference it 
wishes to make to this material these publications for the 
files of the committee. 

This work of the Council has been a major factor in war- 
ranting the following recently expressed judgments by experts 
that medical education in this country is unexcelled anywhere 
in the world and that the low death rate of our armed forces 
from disease and wounds was due primarily, not to plasma, 
penicillin or sulfonamide drugs, but to the high quality of 
the medical education of our medical officers. 

SENATOR Murray: [ should like to ask you there, Doctor, 
if it is true that the general practitioner of medicine in the 
United States is a graduate of a recognized college and 
medical school. Dr. Jounson: The vast majority of them are. 

SENATOR Murray: Very few men are allowed to practice 
medicine in the United States nowadays who are not really 
qualified to practice? Dr. Jounson: In two states of the 
union, Illinois and Massachusetts, graduates of so-called unap- 
proved medical schools have eligibility for license. It has 
recently been changed in Massachusetts. 

SENATOR Murray: But it still exists in Illinois? Dkr. 
Jounson: Illinois, yes. The school does not adhere to the 
standards, and the graduates are eligible. 

SENATOR Murray: Was that due to a shortage of physi- 
cians? Dr. Jounson: That school has been in existence for 
a number of years, certainly since long before the war, so that 
the war shortage had nothing to do with it. 


Senator Murray: But the reason for permitting them to 
be licensed was the facet that the shortage of physicians made it 
necessary to undertake to get more doctors licensed to carry 
on medical practice? Dr. Jounson: I cannot say with 
certainty what the exact origin of that medical school was, 
but I do not believe it was a matter of any acute deficiency. 


SENATOR Murray: But generally the doctors that are 
practicing medicine in the United States are qualified? Dr. 
Jounson: Yes, generally they are graduates of approved 
medical schools. 

SENATOR Murray: Very well. 

Dr. Jonnson: The legislative measure under consideration 
deals only briefly in a direct way with medical education and 
research directly, which are inseparable in any sound program. 
Section 213 provides for “Grants-In-Aid for Medical Education 
(and) Research . . The desirability of such aid has been 
recognized by the House of Delegates and by the Council on 
Medical Education and Hospitals of the American Medical 
Association. These bodies have endorsed such federal support 
provided it is organized and administered soundly, as is the 
case in certain of the proposals now before Congress. There 
are several bills calling for the establishment of a National 
Science Foundation to administer funds and programs for 
research and scholarships in the sciences, including medicine, 
The administrative arrangements provided by certain of these 
bills (the Magnuson bill, S. 1285, and the Kilgore-Magnuson 
bill, S. 1850) are sounder by far than that of S. 1606 and 
promise greater success in achieving the desired ends than is 
the case with the measure under consideration. The Kilgore- 
Magnuson bill wisely limits the authority of the director, 
appointed by the President, and places considerable authority in 
the hands of the members of the foundation, who are to be 
scientists of repute, functioning not simply as advisers to the 
administrator but possessing the authority to initiate positive 
action in some instances and to veto the decisions of the admin- 
istrator in other cases. In contrast to this arrangement, under 
S. 1006 the Surgeon General of the Public Health Service is 
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required to seek only the advice of the National Advisory 
Medical Policy Council, which advice he is free to follow or 
not, as he chooses. 

Safeguards for the preservation of independence of research 
workers and institutions are provided in the Kilgore-Magnuson 
bill in a manner which promises effectiveness. Such safe- 
guards, which are indispensable for productive research, are 
almost entirely lacking in the research section of S. 1606. 

In the Kilgore-Magnuson bill the scholarship program is 
carefully worked out in considerable detail. In the bill under 
consideration virtually no organized program is set forth in 
the scholarship field. 

In any program tor the extension and improvement of medical 
care, hospitals occupy a key position, because modern medicine 
cannot be practiced except with the diagnostic, therapeutic and 
other facilities which hospitals provide for the use of physicians. 
The Council on Medical Education and Hospitals has long 
been interested in the number, distribution and quality of 
hospitals in general. Besides the assistance it renders, on 
request, to hospitals operating educational programs for medical 
school graduates at the internship and residency levels, the 
Council also serves hospitals in general in efforts to improve 
the quality of hospital services. This it does by establishing 
standards of hospital care (as set forth in one of the documents 
I will submit for your records), providing free consultation 
services to such hospitals as request them in their efforts to 
achieve these standards and maintaining a list of “Registered 
Hospitals,” revised annually, which meet these standards. 

I then quote certain figures which we need not go into unless 
you wish to know them concerning the number of hospitals, 
admissions to them, and the bed capacity in the United States. 

At present about 78 per cent of the bed capacity of this 
country is in hospitals operated by some government unit, 
federal, state, county or municipal. However, these hospitals, 
about half of which are for nervous and mental cases, account 
for only 40.8 per cent of the total hospital admissions. Non- 
governmental hospitals provide only 22 per cent of the hospital 
beds of the country, but they account for nearly 60 per cent 
of the patient admissions. 

Over the years, the increase in hospital beds in this country 
has been phenomenal, independent of the great wartime increase 
in the federal hospital bed capacity of the armed forces and 
the Veterans Administration. Hospital beds have multiplied 
far more rapidly than has the population. Hospital beds have 
tripled in number from 1909 to 1940. The population did not 
double during those years. During that time hospital beds were 
provided more than one and one-half times as rapidly as the 

population has grown. 

The percentage occupancy of hospital beds in the various 
states displays a phenomenon difficult to interpret. If the 
states are arranged in the order of increasing number of hos- 
pital beds per thousand of population we find that this order 
is also approximately that of increasing percentage of beds 
occupied in general hospitals. That is, the states with the 
fewest beds per thousand of the population use those beds least ; 
those with most beds use them most. For example, three 
states having less than 2 beds per thousand people (in 1940) 
had an average bed occupancy of 62 per cent; sixteen states 
having 3 to 4 beds per thousand people occupied ° over 70 per 
cent of them: while in the District of Columbia with 10 beds 
per thousand people the occupancy was still higher. 

Several factors may be involved. Perhaps the people in 
states unable to provide adequate hospital facilities are finan- 
cially unable to take full advantage of these facilities. Perhaps 
the quality of these hospitals and the means of transportation to 
them are inferior to those in states with more _ hospitals. 
However, there is probably also the factor of lack of education 
of the public to the use of such health facilities as do exist. 
This factor must be considered in any program for the improve- 
ment of the people's health. To be successful, such a program 
must educate the people to know the health facilities and 
stimulate their use. 

There has been much discussion of inadequate distribution 
of hospital beds, especially in rural or economically ill favored 
areas or states. Frequently this inadequacy is expressed in 
terms of the large number of counties in this country possessing 
no hospital. Such figures present an entirely erroneous picture, 
since the natural unit is not the county but the trade area, 
and distance of people’s homes from a hospital is more important 
than artificial boundary lines. In 1938 an extensive study by 
the Council on Medical Education and Hospitals of the Amer- 
ican Medical Association revealed that over 98 per cent of 
the population of the United States lived within 30 miles of a 
hospital, a distance of rapidly shrinking significance with 
modern roads and transportation. The accompanying map on 
the next page shows in white all areas within 30 miles of a 
hospital and in black all areas not within 30 miles of a hospital. 
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In determining these shaded areas such special institutions 
as mental, maternal, tuberculosis and other restricted hospitals 
were not considered and hospitals under construction were 
excluded. The shaded areas are almost entirely limited to 
sparsely settled areas. 

This distribution picture would be somewhat improved by 
the hospital construction since that time, and considerably 
improved in the years immediately ahead, since vast programs 
of hospital construction are contemplated. It has been estimated 
that existing registered hospitals will spend about a_ billion 
dollars for expansion, improvement and replacement. The 
volume of construction of entirely new nongovernmental hos- 
pitals is not known but will probably be tremendous. 

It is recognized that the mere existence of a general hospital 
within 30 miles does not indicate that hospital facilities are 
adequate in that area. The bed capacity may be inadequate 
for the population of the area, and the hospital plant and 
equipment may be inferior and obsolete. Recognizing this, the 
American Medical Association has lent strong support to 
the Hill-Burton Hospital Survey and Construction Act in 
actions by its Board of Trustees and House of Delegates and in 
testimony before two committees of the Congress. 

In drafting and revising the Hill-Burton bill expert profes- 
sional advice was sought from a number of qualified organiza- 
tions. An important provision of this measure, which has 
passed the Senate, is that surveys of existing hospital facilities 
shall be conducted by the states, and comprehensive plans 
developed relieving deficiencies in areas needing hospitals and 
able to maintain them, before federal aid to states for hospital 
construction will be provided. This is an approach to the 
problem of extending and improving medical care in accordance 
with the scientific method, which should be employed not only 
in solving medical problems of the cause and control of 
disease but also in our efforts to evolve programs for providing 
a high quality of medical and hospital care to all aie of 
this country who need and desire it. 

SENATOR Murray: Thank you, 
ask any questions, Senator? 


SENATOR DoNNELL: I do not think so, Mr. Chairman. 
SENATOR Murray: Thank you, Doctor. 


Statement of Dr. Walter V. Kennedy, President, 
Indiana Mutual Medical Care, Inc. 

Dr. Kennepy: This will be a short and practical expression 
from personal observations of government control of medicine 
in England and Germany. I have seen the workings in prac- 
tically all the other continental countries, but because those 
were the outstanding plans of those two types my remarks are 
based on those alone. 

SENATOR MURRAY: 
in detail, Doctor? 

Dr. Kennepy: I do not, sir. 
resulting from seeing them. It is quite short. 

Observation of standards of medical care in continental 
Europe and the British Isles excluding Russia and Spain 
between 1904 and 1939, while on nearly yearly visits, is the 
basis for a definite impression and a considered opinion as to 
the changes which have occurred since adoption by these coun- 
tries of some form of direct governmental participation on 
medical practice. The sources of information covered every 
level of the plans. Through the assistance and courtesy of 
the American diplomatic corps, interviews were had with 
cabinet ministers with executive and administrative chiefs of 
health services, with controlling heads of hospitals, with hospital 
medical personnel, with medical practitioners of the higher 
ranks and with general practitioners who largely attended to 
the medical care of the general public and with members of 
the public in the various economic strata. The inquiries were 
not at the direction of or at the expense of any one else or 
to establish any preconceived opinion. 

As trends appeared to develop it became more interesting to 
verify them and the scope of the inquiries was widened, 8) 
that more complete information might be obtained. It is desir- 
able to note here that the trends following the introduction 
of such plans have a close similarity and it has been interesting 
to observe how sequences might be predicted. 

It has been noted that the introduction of every plan has 
been coincident with political needs. In no instance, to my 
knowledge, have such plans been a considered conclusion of a 
widely expressed public demand or at the suggestion of the 
medical profession who ought to be most conversant with need 
of such plans 

All the plans have had an imposing facade of humanitarianism 
though the ultimate results to the intended beneficiaries have 
lacked much of the expressed hopes of the originators, the 
actual beneficiencies apparently being in augmented political 


Doctor. Do you care to 


Do you intend to describe those plans 


I speak from the observations 
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power ana prestige of the proposers. If such plans have value, 
the social and economic conditions of Europe would appear to 
offer every likelihood of success. 

The standards of living in all but the high income classes 
everywhere in Europe has been low, low to a degree incon- 
ceivable to those accustomed to our American standards. It 
might fairly be said that the mass of European population lived 
on standards equivalent to our near indigent class, which to 
us represents a relatively small layer. And while the near 
indigent of the European population represents the largest 
single economic class, they have small opportunity and little 
inclination to rise economically. The American near indigent 
las every opportunity and, because of the American habit of 
initiative and self dependency, much inclination to rise, and 
this European ingrained acceptance: and resignation to the 
status quo lends itself readily to regimentation and particularly 
to acceptance of paternalism, which always inhibits initiative 
and progress. 

The actual living conditions of great masses of Europeans, 
housing, clothing, food, sanitation and amusement have been 
incredibly bad, and if tree or nearly free medical care made 
available by government was the sole or even principal require- 
ment for solution of the health problem, these European medical 
plans ought have produced greater results than have been 
apparent. On the contrary, the immediate prewar reports 
indicated a rising loss by days per year by illness, though the 
trend in the United States without governmental medical plans 
has been downward. 

The medical profession believes in good medical care, but 
it also clearly recognizes that, without proper sanitation, 
satisfactory housing, adequate food, sufficient clothing and rea- 
sonable recreation, medical care, no matter how freely available, 
cannot achieve its goals of the highest attainable public health. 
And the notable achievements in betterment of the health of 
our country, now with the highest standards of any land, were 
accomplished by the American medical profession on its own 
initiative, with its tested and proved methods quite without 
governmental aid or direction. 

The question then arises as to relative efficiency of our 
methods over those of Europe. If medical care freely supplied 
by the government is the method of Europe, and yet our 
progress is decidedly better, there seems to be fault in the 
plan or incompetence in personnel. No one will claim that 
lower standards of medical training are the rule in the European 
countries. Their graduates, who are not participants in medical 
service plans, are recognized in the scientific world as being 
as competent as our leading men. 

hen is it possible that constant participation in the plans 
lowers efficiency? Long and continued observations have firmly 
fixed in my own mind that this is true. As corroborative 
evidence let the end result of such service be stated. In the 
original German system the ostensible object was providing 
medical care for the near indigent at governmental expense. 
No one of ordinary humanity, then or now, would object. It 
may here be stated that it is even yet, as it has been for 
centuries, the privilege as well as the duty of a physician to 
care for the indigent without expectation of recompense. 

After the German profession unworthily accepted this plan, 
in succession, the higher economic layers demanded under 
political pressure similar grants from the government. The end 
after years of gradual encroachment was the inclusion of the 
entire populations. Originally the physician’s fee was a 
reduced one, paid by government with a slight contribution by 
the public in sickness tax. The amount required to supplement 
the contribution became so onerous to the government that 
its share became inadequate. Economies were imperative. 
Administrative personnel were political factors and could not 
have reduced pay. The physicians began having reduced partial 
settlements. In time the absurdity of paying 75 per cent and 
promising per cent was apparent. Then 75 per cent of 
the original became the standard. Later other reductions came. 
Since by this time practically all the population was enrolled 
in the plan, physicians, except a tiny number of university 
professors, had no other clientele. 

The basic necessities of life require a minimum income. To 
attain that minimum the only answer was a greater number 
of patients. There being but twenty-four hours in the day, 
the time allotted to any one was shortened. The standard of 
individual care was dropped. There was no other solution. In 
the years prior to the last war Germany became infested with 
pseudopractitioners of bizarre cults. The public health index 
dropped sharply. There were insufficient medical men even 
for their armed forces, with the natural result of decreased 
military efficiency. In this case the lower standards were 
inducted by the economic faults of the plan. 

The English, about 1911, as a purely political coup, adopted 
a medical care plan associated with a group of collateral 
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measures. Here it was a capitation plan. Beginning with 
income limits around $500, an annual fee of some $225 was 
paid physicians for full medical coverage of the members of 
the covered group. Patients were assigned to panels of about 
1,000 persons. At succeeding times and after much conflict, 
the annual capitation fees were raised to $2.50 and then to 
$2.75, but also the income limits were increased so that in 
1937 over 20 million of their 45 million were included; and, 
true to form, the current proposal is to include the entire 
population, to take over all hospitals and their endowments and 
to make government employees of all physicians who apply. 

Since there are a very limited number of people able or 
willing to pay for services outside the plan, physicians must 
lose their individuality and govern their professional relations 
by prescribed rules, a condition completely destructive of the 
fundamental need of the use of the untrammeled judgment of 
the physician for the peculiar and special needs of the 
individual. But for these past years the bulk of the English 
general practitioners have been compelled by economic need 
to belong to the government medical plan. The plan simply 
gave the patient license to demand unlimited care, domiciliary 
or office, substituting quantity for quality. 

There is a fundamental human inclination to demand every- 
thing they are entitled to whether really needed or not. The 
result is again overcrowding, superficial examinations, erroneous 
snap diagnosis, unnecessary and incorrect treatment, lack of 
personal interest and, from continually repeated habit, a lowered 
standard of medical care which is trankly admitted by many. 
And, what is more omimous for the future, the press of over- 
work robs the physician of his required study, reading and 
thought, so that instead of improving efficiency by experience 
there is a constant deterioration of his ability and, what is of 
basic importance, a growing disinclination to be concerned with 
his patient's welfare. 

SENATOR Murray: Doctor, might I interrupt you there. 
Those objections, could they be urged also against voluntary 
systems as well as compulsory systems? Dr. KENNeEpy: 
the men had to carry the work imposed on them by the’ state 
methods they would be. 

SENATOR Murray: Ii a person has insurance and can get 
service when he wants it, do you think he would be inclined 
to ask for it when he did not need it? Dr. Kennepy: There 
is always that inclination in anything that is made available. 

SENATOR MuRRAyY: I do not know. It may be an inclination 
to some people. Anybody that holds insurance in the United 
States, and by that | mean life insurance, is entitled to go to 
the insurance company and get a medical examination. I have 
talked to agents of insurance companies and I have policies in 
several big insurance companies, and I have never applied for 
a free medical examination. The agents told me that they 
could not understand why more people did not avail themselves 
of that opportunity. Other people carry other policies of insur- 
ance that enable them to get examinations and do not avail 
themselves of that at all. do not understand how it could 
be said that merely because a person has a right to demand 
medical service they are going to ask for it regardless of 
whether they need it or not, unless they are mentally affected 
or “cranks” on the subject. Dr. Kennepy: So far as the 
English system and my observations are concerned, they do 
ask for it. 

SENATOR Murray: They do? Dr. 
we will in America or not | do not know. 

Senator Murray: Well, I quoted a little while ago a little 
statement from the British Medical Association in which they 
state that “despite its defects this service has been an undoubted 
success.” And proposals are now pending over there for an 
extension of the service. They are opposing, of course, some 
of the provisions of the extension, but they are in favor of an 
extension of the service. Dr. KeNNepvy: I did not get that 
reaction from the statements made in the London Times of 
March 22, which I have here, which carries a full copy of 
the proposed bill. I should be glad to leave it with you, if you 
care to read it, sir. 

SENATOR Murray: If you care to leave it I would be glad 
to have it put in the record. I might also ask to have some 
papers here, taken from Tne JOURNAL OF THE AMERICAN 
MepicaL ASSOCIATION, in which they discuss the status of the 
English doctor and wherein communications from British 
medical men are carried pointing out some of the misunder- 
standings in this country regarding the English system. Doctor, 
do you approve of handling this problem we have in this coun- 
try by a voluntary system? Dr. Kennepy: Yes; now. 

Senator Murray: Or do you think we could gradually work 
out of this situation without any system of any kind? Dr. 
Kennepy: I am in favor of a voluntary attempt to meet any 
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demand, and as such on last Sunday I was elected president 
of the Indiana Mutual Medical Care, Inc., which is intended 
to offer insurance particularly to those of low income classes. 

Senator Murray: Well, the general objection that has been 
urged against the voluntary system is that it costs too much, 
takes a lot of conditions and requirements that prevent the 
people who most need insurance from being insured, and it is 
not a complete coverage, and therefore it does not cure the 
problem we have in this country with reference to bringing 
adequate medical care to the American people. That is one 
of the main objections to it. Dr. KENNEDY: We are attempt- 
ing to find out the costs. We nor any one else know exactly 
what they will be. We hope by experimentation to find that 
out. 

Senator MurrRAy: Well, I just merely called your attention 
to that. Some study has been already made of a number of 
these societies like the Michigan Medical Service, the Group 
Health Association here in the District of Columbia, the South- 
ern Permanente Foundation of Kaiser Corporation in Cali- 
fornia and the Ross-Loos Clinic in California; and each of 
those societies fails to supply or furnish a complete coverage, 
complete medical and hospital care and other care that the 
present bill purports to offer to the American people. Dr. 
KENNEDY: That is quite true. The American Medical Asso- 
ciation has recently approved the formation of an organization 
of these different plans by which they might set up basic 
standards, and their operations will interchange information 
as to the costs and possible extensions of service. It is a 
matter relatively in its infancy. We will be unable to give 
definite findings on it until we have had time to work it out. 

Senator Murray: You think it might be possible, then, 
under a voluntary system, to cover the country to such a degree 
that the cost of complete medical care and hospitalization would 
be brought within the reach of the American people? Dr. 
KenNepy: We hope to. 

Senator Murray: Well, that is the great problem for us. 
Dr. KenNepy: Yes, sir. 

Senator Murray: The question is whether or not it can 
be done by a voluntary system or a compulsory system, and 
we are very glad to have your statement here, Doctor. 

SENATOR DONNELL: Doctor, in England is there a British 
Medical Association and also an independent branch of physi- 
cians independent of the British Medical Association? Dkr. 
KENNEDY: I know of none. 

Senator DONNELL: What I have in mind is this: I observe 
in this copy of the London Times that one mention is made 
here of the “Medical Correspondent” : 

First thoughts on the Health Bill by the Lancet, the leading independent 
weekly medical journal, can be summed up as a cautious acceptance of 
the proposals. It points out that the regional scheme for hospitals fs 
not integrated with either the general practitioner service or the local 
authority health services, and it emphasized that “the quality of this 
vast service will depend upon how if is administered.” 


Do you understand the Lancet is a publication of the British 
Medical Association? Dr. KENNEDY: No; it is an independent 
paper. 

SENATOR DoNNELL: Doctor, I observe in this copy of the 
London Times that the article appearing in column 7 of page 8 
starts this way: 

Doctors and the Bill. Reaction of the B. M. A. 

That is the British Medical Association? Dr. KeNNepy: Yes. 


SENATOR DONNELL (reading) : 

Views of the scheme. 

Preliminary objections to proposals in the new Health Bill were put 
forward yesterday at a press conference held at the British Mediaal 
Association’s headquarters in London. 

Dr. Charles Hill, secretary of the association, announced that 56,000 
copies of the White Paper would be sent out to members as soon as 
possible, and today a document setting out the considered views of the 
association would be issued, with the full authority of the council. 
Subsequently, area meetings of doctors would be held, and a _ special 
representative meeting of about 250 delegates would be held in London 
on May 1 and 2 to consider what action should be taken. Doctors, said 
Dr. Hill, would never strike, but the profession might decide in the 
event of their feeling they could not cooperate in the scheme to offer 
their services to the public as individuals, apart from any particular 
scheme. 


Et cetera. And then I observe, farther down, quoting again 
from Dr. Hill: 

Dr. Hill said the association’s immediate reaction to the proposals 
was that they would lead soonmer rather than later to doctors becoming 
whole time salaried servants of the state. That was a form of service 
they believed to be contrary to the public interest. Meetings of mem- 
bers and nonmembers would be called in every part of the country during 
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Delegates at the representative meeting, 
exactly a mandate, would have instructions 


the first fortnight of April. 
while they would not have 
from their areas. 

The chairman, in reply to questions, said that forms for the fighting 
fund which the association proposed to launch would be sent out 
immediately. They had no idea what would be the response but had 
already had encouraging signs, even some patients asking if they could 
join it, 


And I observe somewhat similar language in the Daily Tele- 


graph, London, issued under date of March 22, in which it 
States: 
“We have no idea what the response will be,” said Dr. Guy Dain, 


chairman of the council, yesterday. ‘‘We have had encouraging signs 
for the fighting fund we propose to launch. Even some patients have 
asked if they could join it. 
Et cetera. 

lw ould ask that these two articles, which are not very long, 
being in the neighborhood of half a column each, should be 
set forth in the record. 


SENATOR Murray: All right. It is a pretty heavy record, 
but I believe it is important enough to have anything in the 
record that any Senator wishes. 

SENATOR DoNNELL: I think that is particularly important. 

Dr. KeNNeEpy: In the English case the standards were 
lowered by overworking primarily and also economic needs 
as a contributing cause. As a logical sequence there appears 
justice in our claim that governmental plans have not in Europe 
secured the benefits of improved public health. In America, 
on our own initiative, handicapped as well by deficiencies of 
sanitation, of housing, of food and of recreation, we have 
progressed and, with our accustomed methods of proving things, 
we hope to bring to every American the utmost in good health. 
We approve and solicit governmental aid and support in 
securing better living conditions and will wholeheartedly sup- 
port health education, wider sanitation, better housing and all 
such measures as may aid in improving the public health and 
be outside the practice of medicine. 

SENATOR DoNNELL: Mr. Chairman, 
question I would like to ask the doctor. 

Doctor, have you observed what government records doctors 
are required to keep in Germany and Great Britain? Pr. 
KENNEDY: I have seen them in Germany, but I have not a 
very clear recollection of the precise forms. I have a rather 
clear recollection of some of the British forms, because I 
have seen them filled out under rather an amusing system if 
it had not been so potentially dangerous. 

A record must be kept by the general practitioner working 
on the panel system of the case of every applicant and care, 
together with his illness. They occur in books which are 
made up in columns, and those records are inspected at fairly 
frequent intervals, and if they are not completely made up there 
are fines applied. I have seen the practitioner repeatedly, 
having the names kept in proper sequence, then fill in from 
memory the diagnoses, which were absurd; and the statistics 
and reports from them were utterly erroneous. 

SENATOR DONNELL: One concluding question, Doctor. Do 
you favor all in all S. 1606 or are you opposed to it? Dr. 
KeNNeEpY: As a whole, or in part? 

Senator DonNELL: As a whole. Well, I will put it entirely 
with respect to the compulsory health insurance feature of it 
set forth in tithe II. Dr. Kennepy: That particular portion 
of the bill, from my experience and beliefs, | do object to. 
There are parts of it referring to better sanitation and better 
medical education and to the establishment of public hospitals 
for those unable to care for themselves and where the com- 
munities cannot do it; 1 am in sympathy with all those aims. 

SENATOR DONNELL: But not the compulsory health insur- 
ance? Dr. KENNEDY: The compulsory health insurance, with 
its necessary inevitable regimentation of medicine, I oppose. 

SENATOR Murray: But you would have no objection to the 
establishment of a voluntary system if it could be made to 
apply so extensively in the country as to bring down the costs 
of medical care so that everybody could get access to it? Dkr. 
KeENNEDy: I am heartily in favor of it and actively engaged 
and interested in the creation of a single facility for doing 
that. 

SENATOR Murray: I mean to say, would you be interested 
in some plan the American Medical Association, with its vast 
power and influence, might set up, one voluntary system to 
cover the whole country and give the people low insurance 
rates which would enable them to get everything we are seek- 
ing to get under this bill? Dr. Kennepy: I think that the 
needs of this vast country are such that it would be difficult to 
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include within one scheme the needs of every section of the 
country, so I favor the state organizations, which may be fitted 
to their particular needs. 

SENATOR DoNNELL: Do you believe those state organiza- 
tions could be so organized and operated on a_ voluntary 
prepayment basis as to solve these problems to the extent or 
better than the government compulsory insurance would solve 
them? Dr. Kennepy: I do so think. 

SENATOR Murray: You think they could bring down the 
cost of medical care to such a degree that it would make it 
possible for every one in the country to get adequate medical 
eare at a very low cost? Dr. Kennepy: I believe so. I hope 
so and am engaged in an effort to prove it. 

(To be continued) 


National Health Program 


PLATFORM ADOPTED BY THE AMERICAN MEDICAL 
ASSOCIATION 


One of the ten points in this platform will be 
published each week. 

6. A program for medical care within the American 
system of individual initiative and freedom of enter- 
prise includes the establishment of voluntary nonprofit 
prepayment plans for the costs of hospitalization (such 
as the Blue Cross plans) and voluntary nonprofit pre- 
payment plans for medical care (such as those developed 
by many state and county medical societies). The prin- 
ciples of such insurance contracts should be acceptable 
to the Council on Medical Service of the American 
Medical Association and to the authoritative bodies of 
state medical associations. The evolution of voluntary 
prepayment insurance against the costs of sickness 
admits also the utilization of private sickness insurance 
plans which comply with state regulatory statutes and 
meet the standards of the Council on Medical Service 
of the American Medical Association. 


Washington Letter 


(From a Special Correspondent) 


May 6, 1946. 


Support for Voluntary Health Program 

Mrs. Charles W. Sewell of Oterbein, Ind., administrative 
director of the Associated Women of the American Farm 
Bureau Federation, representing a million U. S. farm women 
and their families, opposed the Wagner-Murray-Dingell com- 
pulsory health insurance bi'! at hearings of the Senate Education 
and Labor Committee last week. To a question by Chairman 
Murray she declared that “the voluntary system can supply 
everything that is necessary in the way of a national health 
program. We would like ‘> be sure that we don’t have black 
markets and things going wrong as in some of these other well 
intentioned programs. I would like to see the voluntary plan 
tried first.” In her formai statement to the committee Mrs. 
Sewell, a convincing witness, quoted the resolution passed by 
the 1945 convention of the American Farm Bureau Federation, 
which stated “We believe in the extension of the voluntary 
group prepayment service or some type of insurance plan that 
provides greater flexibility aud would be more likely to succeed 
over wide areas than a regimented, uniform plan on a com- 
pulsory basis.” Mrs. Sewell endorsed in principle the proposals 
of the Hill-Burton bill, which would “establish commissions 
to study health needs and then set up hospitals.” During the 
past week’s testimony Senator Forrest C. Donnell, Republican 
of Missouri, questioned ccretary ot Labor Lewis B. Schwel- 
lenbach as to whether the cabinet minister had written his own 
statement endorsing the Wagner-Murray-Dingell bill. Mr. 
Schwellenbach said he had received expert assistance from 
officials of the Children’s Bureau and the Bureau of Labor 
Stati stics, whereupon Senator Donnell observed that “this sys- 
tem of endorsing a bill through a statement one didn’t prepare 
and knows nothing about” was “highly improper.” Senator Taft 
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proposes a substitute national health program which would 
earmark $220,000,000 a year of federal aid to the states to 
establish a national health agency under the direction of “an 
outstanding physician.” He has termed the Murray-Wagner- 
Dingell bill “socialistic.” Veterans Administrator Bradley 
asked that the Veterans Administration retain “exclusive juris- 
diction” over veterans hospitalization benefits in a national 
health plan. 


Pleas of Nolo Contendere by Sixty-Three Artificial 
Limb Antitrust Trial Defendants 

Sixty-three of the defendants in the artificial limb antitrust 
trial, thirty-three companies and thirty individuals, today had 
changed their pleas of not guilty to pleas of nolo contendere 
on charges of violating the Sherman Anti-Trust Act. The 
new plea means that the defendants do not admit but do not 
contest the charges. Federal Judge Bower Broaddus of Okla- 
homa said that sentences would be passed within a month to 
six weeks. Ten other defendants, seven firms and three individ- 
uals, also charged under an indictment returned last November 
with conspiracy to fix unreasonably high prices on artificial 
limbs informed the court that they were ready to go to trial 
and Judge Broaddus set May 9 as the trial date. Counsel 
for the Association of Artificial Limb Manufacturers of Amer- 
ica, one of the defendants, said that the group had adopted a 
resolution authorizing a plea of nolo contendere but that the 
actual plea would not be made until he gets written author- 
ization. 


Washington Hospitals Reported “Worst in Country” 


The report of a four months survey conducted by the Metro- 
politan Health and Hospital Survey has found Washington, 
LD. C., hospital conditions “the worst which would be encountered 
in any comparable area in the United States.” The three 
man medical survey board consisted of Drs. Claude W. 
Munger, director, St. Luke’s Hospital, New York; Ira V. 
Hiscock, professor of public health, Yale University School 
of Medicine, and C. E. A. Winslow, professor emeritus in 
public health at Yale. They declared that present conditions 
are advisedly described as heart breaking and disgraceful, 
and they added that the “first and foremost” reason for the 
intolerable situation is “the fact that nearly a million people 
inhabiting the District are disfranchised and have no share 
in their own self government. The system has the serious 
fault that the real governing bodies have no responsibility to 
the people who are governed.” The report recommended an 
expenditure of $35 million to improve hospitals in the Capital. 


Penicillin to Continue Under Allocation 


Despite a 40 per cent increase in production during the first 
quarter of 1946, penicillin must continue under allocation, it 
was recently agreed by members of the Penicillin Industry 
Advisory Committee and the Civilian Production Administra- 
tion. The first quarter production totaled 4,667.33 billion units, 
equal to about two thirds of the entire 1945 production, increas- 
ing from 1,306.30 billion units in January to 1,523.02 billion 
units in February and 1,838.01 billion units in March, About 
1% trillion units of penicillin was allocated for May to domestic 
civilian and export use in parenteral (hypodermic) forms, 
compared with about one half that amount in January. 


Cancer Society Drive Extended Into May 

Because its goal of $12,000,000 had not been reached by the 
scheduled April 30 closing, the American Cancer Society's 
drive for $12,000,000 to study the control of cancer has been 
extended into May, according to Robert I. Berger, public 
relations director of the campaign. Reports indicate that the 
halfway mark has been reached. President Truman had desig- 
nated April as Cancer Control Month. 


Medical Progress Reported to Senate Committee 
Reports to the Senate Education and Labor committee indi- 
cate that malaria can be conquered in five years and tuberculosis, 
venereal disease and rheumatic fever substantially reduced. The 
reports were based on questionnaires sent by the committee to 
one hundred and eighty medical, dental, nurses and hospital 
associations and societies. 
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Medical Legislation 


MEDICAL BILLS IN CONGRESS 
The Taft-Smith-Ball National Health Bill 
Senator Taft, Ohio, for himself and Senator Smith, New 
Jersey, and Senator Ball, Minnesota, has introduced S. 2143 
‘roposing the enactment of the “National Health Act of 1946.” 
The bill was referred to the Senate Committee on Education 
ind Labor. It contains three titles. Title I would create a 
National Health Agency to which would be referred designated 
1ealth activities now carried on by the federal government. 
Citle Il proposes amendments to the Public Health Service Act 
‘o authorize, for a five year period, annual appropriations of 
$200,000,000 for allotments to the states to enable them to pro- 
vide for general medical service for families and individuals 
with low income. Additional appropriations are proposed to 
enable the states to provide dental health services for school 
children and families and individuals with low income. Funds 
would be made available for general medical health research, 
for neuropsychiatric research and tor dental research. Title IIT 
proposes certain amendments to existing laws that would be 
necessary if the bill is enacted. This title also would authorize 
payroll deductions from the salaries of government employees to 
facilitate their participation in nonprofit medical, hospital and 
dental care plans. 

Industrial Hygiene 

The Senate Committee on Education and Labor has favorably 
reported S. 1271 in an amended form, proposing to enact an 
“Industrial Safety Act.” As originally introduced, this bill 
seemed to provide for a reassignment of industrial health and 
sanitation programs from health departments to state labor 
departments. As amended, according to the report of the com- 
mittee, the bill “eliminates any possibility of such a situation 
occurring.” The committee recognizes, however, that if any 
state wishes to include in the program authorized by the bill 
features of an industrial health program it is free to do so 
under the language of the amended bill, 


Miscellaneous 
A bill introduced by Representative May, Kentucky, H. R. 
6305, would make permanent the provisions of the Act of July 
11, 1941, prohibiting prostitution in the vicinity of military and 
naval establishments. 


STATE LEGISLATION 


Missouri 

Bills Enacted.—S. 343 was approved April 25. It provides for 
the creation of a bipartisan board of six members to be known 
as the Missouri State Board of Medical Examiners to register 
and license persons for the practice of medicine, surgery and 
midwifery and provides for the transfer of records now in the 
possession of the department ot medical licensure of the state 
board of health of Missouri to the Missouri State Board of 
Medical Examiners. S. 434 was approved April 25. Relating 
to the licensing of midwives, it provides for the transfer to the 
state board of medical examiners of certain powers heretofore 
vested in the state department of health. S. 349 was approved 
May 3. It provides for the creation and establishment of a 
department of public health and welfare. 


New Jersey 

Bill Enacted.—S. 278 has become chapter 259 of the Laws of 
1946. It amends the law relating to medical service corpora- 
tions by providing language purporting “to enable veterans with 
service connected disabilities to choose their own personal phy- 
sician and to be treated in local hospitals that have been 
designated by the Veterans Administration.” This quotation is 
from a statement attached to the bill as introduced. 


Rhode Island 


Bill Enacted.—S. 266 was approved April 24. It is a joint 


resolution to revivify the special Rhode Island public health laws 
survey commission and to appropriate funds to enable the com- 
mission to continue its work. 
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Public Relations 


PREPAID MEDICAL CARE NEWS 


Progress in Voluntary Prepayment Medical Care Plans 
Seal of Acceptance 


The Council on Medical Service and Public Relations is pre- 
paring an interpretation of the “Standards of Approval” as they 
will be used in granting the “Seal ef Acceptance.” The details 
will be made available to all plans interested in making appli- 
cation for approval. 

Suggestions as to the type of seal that might be used have 
been received from various sources and will be acted on by the 
executive committee of the Council this month. The favorite 
to date is a shield outlined in blue, with a caduceus in the 
center. 

As a preliminary step for putting the “acceptance” program 
into operation the following plans have been tentatively approved 
as meeting the standards of the Council: California Physicians’ 
Service, lowa Medical Service, Michigan Medical Service, Ohio 
Medical Indemnity, Oregon Physicians’ Service, Medical Ser- 
vice Association of Pennsylvania, Medical-Surgical Plan of New 
Jersey, Nebraska Surgical Plan and Surgical Care, Inc., Kansas 
City, Mo. 

Their applications for approval will be formally presented 
for acceptance at the May meeting of the Council. Additional 
applications will be acted on at the June 28 meeting of the 
Council. 

New Brochure Ready Soon 

An up to date brochure on prepayment plans will be ready 
soon for distribution. It will present factual data on plans. 
An effort has been made to compile the data in such a way 
as to permit comparison between plans. The material will be 
arranged under the headings of Organization, Governing Bodies, 
Medical Society Approval, Area Covered, Type of Contract, 
Income Limits, Enrolment, Benefits, Exclusions, Waiting Peri- 
ods, Monthly Premiums, Blue Cross Relationship, Change of 
Employment, Insignia Used and Miscellaneous Provisions. 

A Complete File on Plans 


The Council has received almost 100 per cent cooperation 
from plan executives in setting up a central headquarters for 
prepayment plan information. The files now contain copies ot 
the by-laws, contracts, agreements, forms and promotional 
material of nearly every plan. In addition statistical data on 
enrolment, income, payment of claims and administration 
expense has been compiled and will continue to be gathered at 
regular intervals. 

Thirty-one states now have voluntary prepayment medical 
care plans. These are Alabama, California, Colorado, Connec- 
ticut, Delaware, Florida, Indiana, Iowa, Kansas, Louisiana, 
Massachusetts, Michigan, Missouri, Montana, Nebraska, New 
Jersey, New Hampshire, New Mexico, New York, North 
Carolina, North Dakota, Ohio, Oklahoma, Oregon, Pennsyl- 
vania, Texas, Utah, Virginia, Washington, West Virginia and 
Wisconsin. 

Seventy-three plans are included in the thirty-one states 
named. However, for tabulation purposes the twenty Wash- 
ington state bureaus and the five Oregon plans might better be 
set forth as two statewide plans, thus reducing the quoted total 
to fifty-one plans. Twenty-three states have only one plan, in 
most cases statewide. Four states have two plans each, a state- 
wide plus a local plan, or two plans dividing the state. Three 
states have three plans. One state has five plans and one state 
has six plans. Thirty-four of the plans operate in coordination 
with Blue Cross Plans. 

Enrolment in medical society and Blue Cross sponsored or 
approved plans, as reported on Dec. 31, 1945, totaled 2,800,000. 
This is not an imposing figure but does represent an excellent 
increase, 114 per cent, over the enrolment of one year ago. 
There were eight plans with a reported increase of over 1()) 
per cent during the year. These are Colorado Medical Service, 
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Dallas County (Texas) Medical Plan, Massachusetts Medical 
Service, Surgical Care, Inc. (Kansas City), Western New York 
Medical Plan, Inc., Medical Service Association of Pennsyl- 
vania, New Hampshire Physicians’ Service and Surgical Care 
(Milwaukee). 

The seven plans with a reported enrolment of over 100,000 
are, first, Michigan Medical Service with 858,235; second, the 
Washington State Bureaus with 250,000; third, Massachusetts 
Medical Service with 206,729, and, fourth, California Physi- 
cians’ Service with 202,000. Other plans over the 100,000 mark 
are United Medical Service (New York), Hospital Savings 
Association (North Carolina) and Hospital Care Association, 
Inc. (North Carolina). 

Ten Medical Plans Launched in 1943 


The ten medical plans launched in 1945 are the Alabama 
Hospital Service Association (by rider), Lowa Medical Ser- 
vice, Hospital Service of New Orleans (by rider), Missouri 
Medical Service (St. Louis), Nebraska Surgical Plan, Central 
New York Medical Plan, Inc. (Syracuse). Medical Mutual 
of Cleveland, Oklahoma Physicians’ Service, Group Medical & 
Surgical Service (Dallas, Texas) and Surgical Care, Inc. 
(Roanoke, Va.). 

Ten Plans Set Up So Far in 1946 


The ten plans that have been set up thus far in 1946 are 
Connecticut Medical Service, Florida Medical Service Corp., 
Mutual Medical Service, Inc., of Indiana, Kansas Physicians’ 
Service, Montana Physicians’ Service, New Mexico Physicians’ 
Service, Northeastern New York Medical Service, Inc., Albany, 
Ohio Medical Indemnity, Medical Service Bureau of the Utah 
Medical Association, Inc., and the Wisconsin State Associa- 
tion Plan. 

In eight additional states and the District of Columbia plans 
are in process of formation: Arizona, Idaho, Illinois, Maine, 
Maryland, Minnesota, Rhode Island and Wyoming. 
Characteristics 


In speaking of prepayment medical care plans there are two 
characteristics that separate them from prepayment group prac- 
tice plans, consumer sponsored plans, private insurance pro- 
grams and other types of prepayment organizations. These are 
voluntary, free choice of physician and control of all medical 
features by the medical profession. Most ot the prepayment 
plans have been sponsored by county or state medicag societies 
and are operated as nonprofit organizations, usually under 
special enabling legislation. 

The plans vary widely in some ways and yet, surprisingly 
enough, are quite similar in their basic characteristics. They 
vary widely in the areas covered, There are county plans, city 
plans, area plans and state plans. They vary considerably in 
the benefits provided to subscribers. Mostly they provide only 
in-hospital surgical and obstetric coverage, although benefits for 
x-ray and anesthesia are frequently included. A small number 
of plans include all services, medical and surgical, in or out_of 
the hospital. A fairly recent benefit which is increasing in popu- 
larity is in-hospital medical care. This benefit does not start 
until after several days have elapsed and continues at a per diem 
rate for a period of from one to two and a half months. 

The plans are similar in that all have a free choice of physi- 
cian and that all are voluntary and with few exceptions include 
the entire family. The principle of allowing subscribers to con- 
tinue the contract after leaving the group has been generally 
accepted. In such instances the premiums are paid at less fre- 
quent intervals, i. e. quarterly or semiannually. Waiting periods 
have become fairly well standardized and include from nine 
to twelve months for maternity cases and one year for ton- 
sillectomies. A preexisting condition clause is found in some 
contracts. 

The most popular type of plan is a combination service- 
indemnity plan in which subscribers earning less than a given 
amount may not be charged an additional fee by the doctors. 
When the subscribers’ earnings are more than the stated income 
limit, the doctor is free to make an additional charge. 

A year ago the biggest problem in the prepayment medical 
care program was stimulating the state and county medical 
societies to organize specific plans. With thirty-one states now 
having voluntary prepayment medical care plans and nine states 


ORGANIZATION SECTION 


‘American Association for Study of Chicago, 


241 


with plans in the process of formation, this problem is well on 
the way to solution. The big problem now is to devise ways 
and means for increasing the enrolment of existing plans. While 
the increase in the enrolment during the past year was over 
100 per cent, this still left the total enrolment far short of an 
imposing figure. The emphasis during the remainder of 1946 
should be placed on the education of the public to the advantages 
of enrolling themselves and their families in voluntary prepay- 
ment medical care plans, 


Coming Medical Meetings 


American Medical Association, San Francisco, July 1-5. Dr 


. George 
Lull, 535 N. Dearborn St., Chicago 10, Secretary. 


American of Physicians, San Francisco, June 39. 
Dr. Oscar S. Levin, P. Box 7011, Denver 6, Colo., Secretary. 
June 20-23. 


Dr. Thomas C, Davison, Atlanta 3, Ga., 


Secretary. 
American Association for the Surgery of Trauma, San Antonio, Texas, 

June 26-28. Dr. Gordon M. Morrison, 520 Commonwealth Ave., 

Boston, Secretary. 

American Association 
Richard H, Me 
Secretary. 

American Association of Genito-Urinary 
une 20-22, Dr. 

Secretary 

American Association of Plastic Surgeons, 
Frederick A. Figi, 
Secretary, 

American Association of the History 
26-27, Mr. W. B. McDaniel LI, 
tary. 

American Broncho-Esophagological Association, Chicago, May 31. Dr, 

| H. Holinger, 700 N, Michigan Ave., Chicago 11, Secretary. 

Pi College of Allergists, San Francisco, June 28- 30. Dr. Fred W. 
Wittich, 401 LaSalle Medical Bldg., Minneapolis 2, Secretary. 

American College of Chest Physicians, San Francisco, June 27-30. Mr. 
Murray Kornfeld, 500 N. Dearborn St., Chicago 10, Executive Secretary. 


478 Peachtree St., N.E., 


for Thoracic Surgery, Detroit, May 29-31. Dr. 
ade Jr., Kennedy General Hospital, Memphis 15, Tenn., 


Surgeons, Stockbridge, Mass., 
Charles C. Higgins, 2020 E. 93d St., Cleveland 6, 


Toronto, Canada, June 3-4. 
102 Second Ave., S.W., Rochester, Minn., 

Atlantic City, May 
Philadelphia 3, Secre- 


of Medicine, 
19 S. 22d St., 


American College of Radiology, San Francisco, June 29. Mr. Mac F, 
Cahal, 20 N. Wacker Drive, Chicago 6, Secretary. 
American Dermatological Association, Hot Springs, Va., June 10-14. 


Dr. Harry R. Foerster, 208 E, Wisconsin Ave., Milwaukee, ——_ 
American Federation for Clinical Research, Atlantic City, May 28. 

Richard H. Lyons, University Hospital, ‘Ann Arbor, Mich., Rc e.g 
American Gastro-Enterological ssociation, Atlantic City, May 24-25, 

Dr. J. Arnold Bargen, 102 Second Ave., S. W., Rochester, Minn., 


Secretary. 
American Laryngological Association, Chicago, May 29-30. Dr. Arthur 
Louis 8, Secretary. 


Proetz, 3720 Washington Blvd., St. 

American Laryngological, Rhinological and Otological Society, 
May 27-28. Dr. C. Stewart Nash, 277 Alexander St., 
New York, Secretary. 

American Medical Women’s Association, San 
Dr. Beulah Cushman, 25 E. W 
American Neurological Association, S 

sop Riley, 117 E. 72d St., New York 21, Secr etary. 

American Ophthalmological Society, San Fenway ‘June 26-28. Dr. 

‘alter S. Atkinson, 129 Clinton St., Watertown, N. Y., Secretary. 

American Orthopedic Association, Hot Springs, Va., June ~~ -29. 


Chicago, 
Rochester 7, 


Francisco, June 29-30. 
Chicago, Secretar 
an F June 26-28. Dr. 


Charles W. Peabody, 474 Fisher Bldg., Detroit 2, Secretar 

American Otological Society, Chicago, May 31-June 1. Dr. ait D. 
Hoople, 713 E. Genesee St., Syracuse, N. Y., Secretary. 

American Proctologic Society, San Francisco, June 30. ‘Dr. Harry E. 
Bacon, 2031 Locust St., Philadelphia 3, Secretary. 

American Psychiatric Associa tion, Chicago, May 27-30. Dr. Winfred 
Overholser, St. Elizabeth’s Hospital, Washington 20, D. C., Secretary. 

American Radium Society, San Francisco, June 28- 29, wha Edward H, 


Skinner, 1103 Grand Ave., Kansas City 6, Mo., Secretar 

American Rheumatism Mapoalaem New York, May 24-25. 
Freyberg, 321 E. 42d St., New York 17, Acting Secretary 

American Society for Clinical Investigation, Atlantic City, May 27 
Ir. Eugene A, Stead Jr., Grady Hospital, Atl anta 3, Ga., Secretary. 

American Society of Clinical Pathologists, San Francisco, June 27-30. 
Dr. A, S. Giordano, 531 N, Main St., South Bend, Ind., Secretary. 

Association for the Study of Internal Secretions, San Francisco, June 
28-29, Dr. Henry H. Turner, 1200 N. Walter St., Oklahoma City, 
Secretary. 

Association of American Physicians, Atlantic City, May 28-29, Dr. 
Joseph T. Wearn, 2005 Adelbert Road, Cleveland 6, Secretary, 

Idaho State Medical Association, Boise, June 17-20, Dr. F. B. ‘Jeppesen, 
105 N. &th St., Boise, Secretary. 

Maine Medical Association, Poland Spring, June 23-25. Dr. Frederick R. 
Carter, 142 High Street, Portland 3, Secretary. 

Massachusetts Medical Society, Boston, May 21-23. Dr. Michael A, 
ighe, 8 Fenway, Boston, Secretary. 

Minnesota State Medical Association, St. Paul, May 20-22. Dr, B. B. 
Souster, Lowry Medical Arts Bldg., St. Paul 2, Secretary. 

Tuberculosis Association, Buffalo, N. Y., June 11-13, Dr, 

harles J. Hatfield, 1790 Broadway, New York 19, Secretary. 

New Jersey, Medical Society of, Atlantic City, May 21-23. br. Alfred 
Stahl, 55 Lincoln Park, } ewark, Secretary. 

New Mexico Medical Society, Santa F , June 6-8. Dr. L. B. Cohenour, 

221 W. Central Ave., Albuquerque, Secretary 

North Dakota State Medical Association, eR May 26-28. Dr. 
L. W. Larson, 221 Fifth St., Bismarck, Secretary 

Society of American Bacteriologists, Detroit, May "1. 24. a Leland W. 
Parr, 1335 H ashington 5, D. C., Secreta 

South Dakota Medi cal Association, 14. Dr. Roland 
G. Mayer, 22% S. Main St., Aberdeen, Secretary, 


br. Richard H, 
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Medical News 


(PuysIcIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 


New Tuberculosis Head.—Dr. Robert J. B. Anderson, 
formerly of San Antonio, Texas, on loan from the U. S. Public 
Health Service, has been appointed chief of the bureau of 
tuberculosis, California State Department of Health, with head- 
quarters in San Francisco. Dr. Anderson graduated at the 
University of Minnesota Medical School, Minneapolis, in 1940, 

Music During Physical Examination.—According to the 
Bulletin of the San Francisco County Medical Society, the E. 
Mape Music Company, exclusive distributors of the “World 
Music Service” in San Francisco, announce they are expanding 
their facilities to provide more medical offices with their service. 
To date, two large medical buildings in the city have been wired 
for the transcribed music. Most physicians find that the music 
helps relax their patients during medical examinations, Mape 
officials reported. 


Millions for Medicai Education.—lLegislation has been 
enacted in California appropriating $7,500,000 to establish a 
new state university medical school in Los Angeles. It is pro- 
posed that the new school will be in conjunction with the 
University of California at Los Angeles. The University of 
Southern California Medical School, Los Angeles, and the 
College of Medical Evangelists, Loma Linda, are now carrying 
on undergraduate work. The Alumni Association of the Uni- 
versity of California and the Los Angeles County Medical 
Association conducted a dinner March 21 to celebrate the legis- 
lative action which assures a new medical school for the city. 
Governor Earle Warren and Assemblyman Davis, author of the 
bill for the medical school, were guests at the dinner. In San 
Francisco an expansion program will be carried on at the 
University of California Medical School under a_ recent 
$4,000,000 appropriation. The project would include two new 
large buildings, a medical science unit and a modern teaching 
patient hospital. With these additions it is planned to use the 
present hospital building exclusively for private patients. In 
addition to the recent $4,000,000 appropriation the university 
will receive about $2,000,000 that had been earmarked in earlier 
legislative sessions for additional construction and facilities to 
meet the needs of the medical library and the department of 
dentistry and pharmacy. 


COLORADO 
Ward Darley Dean of Colorado.—Dr. Ward Darley Jr., 


Denver, is now dean at the University of Colorado School of 
Medicine, Denver, and Mr. Robert C. Kniffen is superintendent 
of hospitals. Both positions were held by the late Dr. Maurice 

. Rees, who joined the Colorado faculty in 1921 as professor 
of physiology and becoming dean in 1925, Dr. 
Rees died May 25, 


The Jackson ie Lecture.—Dr. Lawrence T. Post, 
proiessor and head of the department of ophthalmology, Wash- 
ington University School of Medicine, St. Louis, delivered the 
Dr. Edward Jackson Memorial Lecture April 19 at the Uni- 
versity of Colorado School of Medicine, Denver, under the 
auspices of the Medical Society of the City and County of 
. His subject was “Changing Eyes in a Changing 

or 


Rocky Mountain Regional Conference.—On June 5 the 
first Rocky Mountain Regional Conference on Medical Service 
and Public Relations will be held at the Shirley-Savoy Hotel, 
Denver, under the auspices of the Council on Medical Service 
and Public Relations, American Medical Association. Among 
the speakers will be 


Dr. James R. McVay, Kansas City, The Purposes of This Meeting. 

Dr. George F. Lull, Chicago, Problems of the nl od Medical Officer. 
. W. Holloway Jr. .» Chicago, The National Legislative Picture Today. 

Dr. Franklin S. ie Lafayette, Ind., How to Keep Em Healthy 
Down on the 

Dr. Bradford Fe ll Denver, What We Expect From the American 
Medical Association and This Council. 

Dr. Alfred W. Adson, Rochester, Minn., The Council’s Big Job. 

Jay Ketchum, Detroit, The Progress of Prepayment Plans. 

Dr. Joseph S. Lawrence, Washington, D. C., Results of Senate Com- 
mittee Hearings on the Wagner-Murray- Dingell Bill. 

Thomas A. Hendricks, Chicago, Public Relations Begin at Home. 
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There will be a number of round table discussions covering 
various subjects. Participating in the conference will be officers 
and committeemen of the state medical associations of Colorado, 
Kansas, Montana, Nebraska, New Mexico, North Dakota, South 
Dakota, Utah and Wyoming. 


CONNECTICUT 


Personal.—Dr. Benjamin Simon has returned from military 
service to his position as clinical director of the Connecticut 
State Hospital, Middletown. Dr. Harry S. Whiting, who has 
been acting clinical director, has been named director of the 
outpatient service and will be in charge of clinics to be set up 
in various towns and cities in the district served by the hos- 
pital, according to the Connecticut State Medical Journal. 


Dr. Lamoureux Succeeds Millard Knowlton.—Dr. Eugene 
E. Lamoureux, Wethersfield, has been appointed director of 
the bureau of preventable diseases of the Connecticut State 
Department of Health to succeed Dr. Millard Knowlton, Hart- 
ford, who is resigning after twenty-three years’ service. Dr. 
Lamoureux graduated at Tufts College Medical School, Boston, 
in 1935 

Special Committee to Survey Veterans Home and Hos- 
pital.—Governor Raymond E. Baldwin has appointed a special 
committee to make a survey of the medical service and hospital 
operation at the Connecticut Veterans Home and Hospital, 
Rocky Hill. Serving on the committee are Drs. James C. Fox 
Jr., Hartford; Gerald Klatskin, New Haven; William E. Hall, 
Meriden, and Edward J. Ottenheimer, Willimantic. Dr. 
Creighton Barker, New Haven, executive secretary of the Con- 
necticut State Medical Society, is chairman of the survey 
committee. Construction is now under way at the Veterans 
Home to expand the hospital facilities to more than 600 beds. 


ILLINOIS 


Hepatitis in Illinois.—The Illinois State Department of 
Public Health announces that 19 cases of hepatitis had been 
reported in the state up to April 12, 5 in January, 6 in February 
and 8 in March. 

Community Hospital Foundation.—Harvard Community 
Hospital Foundation, Inc., 36 North Ayer Street, Harvard, has 
been granted a charter by Secretary of State Edward J. Barrett 
“to promote the public health and welfare of the citizens of 
Harvard and the surrounding community by and through the 
construction, maintenance and operation of a public or com- 
munity hospital.” 

Physicians Honored.—Dr. George R. Hays, Marissa, was 
guest of honor at a dinner, March 18, given by the Marissa 
Lions Club on behalf of the community in recognition of the 
physician's recent completion of fifty years of practice. He 
was presented with a wrist watch. Dr. Hays, with Dr. Fred 
Rose, Millstadt, was admitted into the Fifty Year Club of the 
Illinois State Medical Society, each receiving gold pins signify- 
ing the honor. 

New Directors for Cancer and Industrial Hygiene.— 
Dr. G. Howard Gowen, who was recently released from service 
in the army and who formerly served as health officer of Cham- 
paign-Urbana, has been appointed chief of the division of cancer 
control of the Illinois Department of Public Health, effective 
March 1. He succeeds Dr. Raymond V. Brokaw, Springfield, 
who resigned. Dr. John F. Shronts, on terminal leave from 
service in the navy, has been appointed chief of the division 
of industrial hygiene of the state department of health. Prior 
to entering the navy Dr. Shronts was district health superin- 
tendent with headquarters in Woodstock. 

Advice Sought on Fund Distribution.—The trustees of 
the Swanberg Medical Foundation of the Adams County Medical 
Society, Quincy, would like counsel or suggestions concerning 
the distribution of a trust fund. The foundation was established 
in 1943 (Tue JourNAL, Feb. 5, 1944, p. 376) by Dr. Harold 
Swanberg, Quincy, and the county medical society as an irrev- 
ocable trust. The income of the fund is now more than $600 
annually. The principal must be held intact, and not to exceed 
80 per cent of the income may be expended annually, so the 
foundation will naturally grow. The trustees are empowered to 
use the funds “to sponsor or undertake one or more things of a 
charitable, scientific, literary or educational nature which 
will bring public and professional honor and respect to the 
medical profession.” The board of trustees of the foundation 
has not determined when the foundation will assume activities 
or what these activities will be. Since they know of no other 
foundation that has been organized as this one, the trustees 
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have had no experience to guide them and will therefore be 
grateful for any suggestions. Communications and suggestions 
should be sent to Dr. Ralph McReynolds, president, Swanberg 
Medical Foundation, 1101 Main Street, Quincy. 


Chicago 

New Chairman of Anatomy.—After July 1 Dr. Peter P. 
H. De Bruyn, associate professor of anatomy, University of 
Chicago School of Medicine, will be chairman of the department. 
He succeeds Dr. William Bloom, who is resigning the chairman- 
ship to become a member of the recently established Institute 
of Radiobiology and Biophysics at the university (THE JOURNAL, 
Sept. 29, 1945, p. 370) but who will continue as professor of 
anatomy. 


Course in Electroencephalography.—The department of 
gyre University of Illinois College of Medicine, announces 
course in electroencephalography by Dr. Frederic A. and 
k rna L. Gibbs, June 3-29. Instruction will cover the funda- 
mentals of electrophysiology and electroencephalographic instru- 
mentation. The technic of recording electroencephalograms will 
be taught to each student individually, and practical training 
afforded by first hand experience with the electroencephalo- 
graphic examination of patients. A standardized series of 125 
sample strips of electroencephalograms will be used for training 
in classification and localization. Additional information may 
be obtained from the Department of Psychiatry, Room 12, 
University of Illinois, 912 South Wood Street, Chicago 12. 


Preston Harrison Receives Ricketts Prize.—Dr. Preston 
E. Harrison, assistant professor of bacteriology, Baylor Uni- 
versity College of Medicine, Houston, has been awarded the 
Howard Taylor Ricketts Prize for outstanding research in 
the chemotherapy of infectious disease in the department of 
bacteriology and parasitology, University of Chicago. The 
award, which was presented May 3, the thirty-sixth anniversary 
of the death of Dr. Ricketts, who died of typhus while working 
on the disease in Mexico, was established by his widow. Dr. 
Harrison was chosen for his study of the effect of chemotherapy 
agents on the development of the immunity to experimentai 
pneumococcic infection and the relation of the immune mech- 
anisms to bacterial chemotherapy. Dr. Harrison graduated at 
Baylor in 1941 and received his Ph.D. at the University of 


Chicago this year. 
MASSACHUSETTS 


Malignant Tumors of Infancy and Childhood—Organi- 
zation of a New Consultation Service.—A consultation 
service has been established to provide assistance in the diag- 
nosis and treatment of tumors of infancy and childhood. This 
is a further step in the organization of a Children’s Cancer 
Center, which is a unit of the new Medical Center for Children 
in Boston. This is not a tumor registry. It is designed rather 
to give, without charge, immediate diagnostic assistance and 
advice concerning therapy and prognosis to any doctor who 
will send the necessary clinical data, microscopic sections or 
x-rays. Replies will be given by air mail or, when necessary, 
by telephone or telegraph. This project, which is supported in 
part by a grant-in-aid from the National Advisory Cancer 
Council, will be paralleled by a research program concerning the 
biology of tumors of early life, with a consideration also of the 
clinical, pathologic and epidemiologic aspects of the problem 
The consultation service will be rendered by a group of three 
pathologists, Drs. Simeon B. Wolbach, Charles F. Branch and 
Sidney Farber, and one roentgenologist, Dr. Edward D. B. 
Neuhauser, all of Boston, with the cooperation when indicated 
of the entire staff of the Children’s Hospital through the chiefs 
of the clinical services. Doctors representing all the clinical 
and laboratory specialties concerned with the infant or child will 
be available for consultation. Communications should be sent 
to Dr. Sidney Farber, the Children’s Hospital, 300 Longwood 
Avenue, Boston 15, beginning August 1. 


MINNESOTA 


Resolutions on Medical Care.—The Stearns-Benton 
County Medical Society at its regular meeting April 16 adopted 
the following resolutions : 


Resolved, That we, the members of the Stearns-Benton County Medical 
Society, are opposed to the federal plan of medical care as advocated 
by the Murray-Wagner-Dingell bill. 

That we are opposed to the present form of the E. M. I. C. program 
requiring the employment of specialists for almost all types of work. 
at we are in full accord with the principle of free choice of 
physician. 

That the E. M. I. C. requirement constitutes a violation of the prin- 
ciple of the free choice of physician, it being our contention that the 
matter of the necessity of employment of a specialist is the sole right 
of the patient and his physician and must not be dictated by any 
rogram 
. That the specialist group who comprise the minority of medical prac- 
titioners shall not dictate through government or any other agency the 
form or privilege of practice by the majority who are general practitioners. 
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That we express our approval of the effort being made to establish 
prepaid medical and surgical service in Minnesota and throughout the 
United States by the American Medical Association. 

That we present these resolutions as an expression of the larger 
majority of physicians throughout the United States who are not spe- 
cialists but general practitioners. 

at each county society in the state and the state medical associa- 
tion be circularized with these resolutions and that our delegates be 
instructed to present them at the state meeting in May for action by 


the state society. 
NEW YORK 


Society Observes One Hundred and Fortieth Anni- 
yen —The Richmond County Medical Society recently held 

special program to commemorate its 140th anniversary. The 
saulesy was created by an act of the state legislature on 
April 4, 1806. The first meeting was held July 1, but no 
business was transacted in the absence of a quorum. The first 
officers were chosen at the second meeting, July 10, but July 17 

was later designated as the official anniversary. The names 
of the first officers were Benjamin Parker, president; Richard 
Henderson, vice president; I. B. Halsey, secretary, and Isaac 
Stuart, treasurer. 

Cancer Prevention and Case Finding.—A group of state 
and local authorities sponsored a conference on cancer pre- 
vention and case finding at the DeWitt Clinton Hotel, Albany, 
April 25-26. Among the speakers were: 


Dr. Morton L. Levin, Albany, Cancer Incidence as an Index to Pre- 
vention and Case Finding. 

Dr. Elise D. S. L’ Repevesien, Results in Cancer Prevention Clinics 
for Women. 

Dr. Catharine Macfarlane, Lenin, Diagnostic Problems in Cancer 
Prevention Clinics for Wom 

Dr. Gordon P. McNeer, The Earliest Symptoms and one of Cancer. 

Dr. Fred W. Stewart, Cancer Prevention: Present a — 

Dr. Harold D, Harvey, Early Diagnosis of Gastric Cz 
Clyde L. Randall, Buffalo, Prevention of and Ovarian 

ancer. 


Dr. Poy, A. Hepp, Pittsburgh, A Method for Prevention of Cancer 
of the Cervi 

Dr. Maurice Docsauiet- Smith, Boston, The Vaginal Smear in the Early 
Diagnosis of Cancer of the Uterus 

Drs. Frank W. Foote Jr. and George Y. McClure, Valhalla, The Rela- 
tive Accuracy of Cervix and Vaginal Cell Smears 

Drs. George N. Papanicolaou and Siegfried Tannhauser, Buffalo, Other 
Types of Cell Smear in Diagnosis of Cane 

Dr. Frederick S. Wetherell, The ‘Relation Between Tumor 
Clinics and Prevention Clin 

Mildred W. S. Schram, Ph.D., Philadelphia, Organization and Manage- 
ment of Health Maintenance- Cancer Prevention Clinics, 


New York City 
Bela Schick Lecture.—Dr. Alexander A. Weech, B. Kk. 
Rachford professor of pediatrics, University of Cincinnati Col- 
lege of Medicine, delivered the fourth Bela Schick Lecture at 
Mount Sinai Hospital, May 6, on “The Genesis of Physiologic 
Hyperbilirubinemia.” 


Personal.—Dr. Herbert S. Gasser, winner of the 1944 
Nobel Prize in medicine and physiology, and since 1935 head 
of the Rockefeller Institute in New York, has been made a 
member of the Swedish Royal Academy of Science-———Dr. 
Anthony Bassler has been selected as vice president of the 
International Gastroenterologic Society and president of the 
permanent international committee of the organization. The 
next convention will probably be held in England some time 
when conditions of travel and accommodations are suitable. 

Robert Trubek Fellowship in Rheumatic Disorders.— 
The New York University College of Medicine and the fourth 
medical division of Bellevue Hospital announce the Robert 
Trubek Fellowship in Rheumatic Disorders, a one year, non- 
resident appointment open to graduate physicians with at least 
two years of previous training in internal medicine or its 
equivalent. The appointment is renewable for an additional 
year by mutual agreement. The fellowship will combine super- 
vised research and special clinical training in the rheumatic 
disorders under the direction of Dr. Otto Steinbrocker. The 
stipend is $2,500 a year. (Candidates contemplating a two year 
tenure are preferred.) Applicants should send their educational 
qualifications, accompanied by two letters of recommendation 
from senior physicians under whom work was done, to the 
Robert Trubek Fellowship Committee, Fourth Medical Division, 
Bellevue Hospital, 26th Street and First Avenue, New York 16. 

Name Changed for Malignant Diseases Institute.—On 
April 1 the name of the State Institute for the Study of Malig- 
nant Diseases, Buffalo, was officially changed to the Roswell 
Park Memorial Institute. Dr. Louis C. Kress, who has been 
director of the institute since Sept. 1, 1945, will continue in 
charge of the project. He was formerly director of the state 
division of cancer control. The change in name was advocated 
in senate bill 341. One of the reasons for the change is that 
it has been found that many persons are deterred from seeking 
treatment at the institute because of the word “malignant” in 
its title, and physicians have been reluctant to send persons 
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there because they did not wish to frighten their patients when 
they suspected a diagnosis of malignant disease but were 
uncertain. Another reason is the wish to honor Dr. Roswell 
Park, who, while professor of surgery at the University of 
Buffalo School of Medicine, was influential in obtaining an 
appropriation from the state to establish what was known as 
the New York State Pathological Laboratory of the University 
of Buffalo in 1898, becoming its first director (THe JouRNAL, 


March 16, p. 726). 
GENERAL 


Louis Neff Goes to Texas.—\Mr. J. Louis Neff has resigned 
as executive director of the American Cancer Society, New 
York, to become executive director of the newly organized 
Texas division of the society, with headquarters in Houston. 

American Gastroenterological Association.—The forty- 
seventh meeting of the American Gastroenterological Associa- 
tion will be held at the Hotel Claridge, Atlantic City, N. J., 
May 24, under the presidency of Dr. Abraham H. Aaron, 
Buffalo. The program has been divided into discussions on 
experiences in military service, hepatitis and related conditions, 
pancreatic disease, peptic ulcer with particular reference to 
vagotomy, streptomycin in the intestinal tract, and intestinal 
absorption on diets deficient in certain B vitamins and during 
recovery from such diets. 


Copies of Brochure on Hospital and Medical Care 
Exhausted.—The North Carolina Medical Care Commission 
announces that its brochure “To All the. People of North 
Carolina: A Proposed Statewide Program of Hospital and 
Medical Care” is no longer available. The publication was 
based on the studies of the North Carolina Hospital and 
Medical Care Commission, a temporary body appointed by 
former Governor Broughton. It is now out of print, and no 
copies are available for distribution. The many requests to the 
commission for copies of the booklet stemmed from a Current 
Comment in Tne JourRNAL, February 23, page 498. 

Courtney Smith Named Medical Director of Red 
Cross.—Dr. Courtney M. Smith, acting medical director of the 
American Red Cross, Washington headquarters, has been 
appointed administrator, medical services (national medical 
director), to succeed Dr. G. Foard McGinnes, who was recently 
appointed vice chairman for health services, a newly created 
position (THe Journat, March 23, p. 806). Dr. Smith has 
served with the Red Cross since 1944 as deputy medical 
director and director of disaster medical service. He graduated 
at the University of Oregon Medical School, Portland, in 1933 
and later received the degree of doctor of public health at 
Yale University. His subsequent activities include service as 
health officer for the Territorial Department of Health of 
Alaska with headquarters in Juneau, and from April 1942 until 
his Red Cross appointment Dr. Smith was a medical officer in 
the Office of Civilian Defense. In May 1945 he was given 
leave from the Red Cross to represent the U. S. Public Health 
Service with the Army’s Strategic Bombing Survey and did 
a four month tour of duty in Germany. 

Poliomyelitis Preparedness Program.—Thie 1946 polio- 
myelitis preparedness program of the National Foundation for 
Infantile Paralysis revolves around a series of conferences with 
health officials scheduled for fifteen states throughout the nation. 
The conferences are being called in cooperation with state 
health commissioners to determine and evaluate health services 
and plans of action before onset of the epidemic season late in 
June. Participating will be state and county health officials, 
directors of crippled children’s services, physicians, nurses, hos- 
pital administrators, epidemiologists and representatives of the 
National Foundation and its chapters. The meetings, which 
opened in Florida April 27, will be held in Ohio June 13-14, 
in Colorado and Wyoming June 17-18 and in Alabama, Louisi- 
ana, Illinois, Mississippi, Pennsylvania, Georgia, Missouri, 
Arkansas, Montana, South Carolina and Oregon. In other 
phases of the poliomyelitis preparedness program the National 
Foundation has established four epideniic aid units for duty 
wherever infantile paralysis strikes and is seeking to double 
enrolment in its poliomyelitis emergency volunteers, an organi- 
zation of women trained to assist physicians, nurses and physical 
therapists in caring for victims of the disease. The foundation 
has also completed a mobile emergency poliomyelitis unit capable 
of reaching in twelve hours or less any epidemic area within 
600 miles of its base. In the field of long term preparedness 
the foundation has allocated $800,000 for establishment of seven 
more professional level training and treatment centers similar 
to the poliomyelitis unit set up at Knickerbocker Hospital in 
New York City last fall and has appropriated $1,516,530 for 
fellowships, scholarships and training program development 
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in physical therapy. Another $1,527,700 has been granted thus 
far this year for research and education in poliomyelitis and 
related fields, bringing to $11,071,962.34 the total appropriated 
in this sphere since the foundation was created in 1938; in addi- 
tion to research the foundation spent $1,002,456 last year to 
supplement $5,000,000 expended by its nearly three thousand 
chapters for actual care and treatment of infantile paralysis 
patients. Funds are provided by the annual March of Dimes. 
Ex-Convict Wanted for Practicing Medicine Without a 
License.—In the hope that he may be apprehended the St. Louis 
Police Department has issued a warning concerning one John 
Waite, alias John V. Waite, alias Dr. Waite, alias Tommaso 
Armonia, alias Paul Pareant, alias Raoul Armonia, alias Jerome 
Wayte, alias R. Jacques. Waite was arrested on a charge of 
practicing medicine without a license. After a warrant had been 
issued on the same charge Waite was released on bond Feb. 10, 
1944, which he later forfeited. Investigations prior and sub- 
sequent to Waite’s arrest indicate that he is the same person 
who was arrested in 1916 in Connecticut for obtaining money 
by false pretense and indecent assault, in New York for illegal 
transporting of automobiles, in New Jersey and Maryland for 
false pretense and in Pennsylvania for conspiracy. <A number 
of indictments are charged to him as well as sentences in 
penal institutions. According to the description his age is 60, 
height 5 feet 7 inches, weight 126 pounds. He has a slender 
build, blue eyes, medium chestnut hair and swarthy complexion. 
n St. Louis Waite was reported to be apparently the manager 
of the Civic Medical Center, on whose staff there appear to be 


Wanted—illegal practitioner. 


legally licensed physicians. He had set himself up, however, 
as a “doctor” and had prescribed drugs and had given injec- 
tions on occasion. Evidence discloses numerous dishonest 
activities in this person’s life. Some information indicates that 
Waite, under the alias Tommaso Armonia, was operating under 
the credentials of a deceased physician. Any one coming across 
a person who fills the description and general makeup of this 
so-called impostor should communicate with local police authori- 
ties, who in turn are requested to notify the St. Louis Depart- 
ment of Police. 


Association of Industrial Physicians and Surgeons.— 
A meeting of the Western Association of Industrial Physicians 
and Surgeons will be held June 30 in the San Francisco Health 
Auditorium, San Francisco, under the presidency of Dr. Richard 
QO. Schofield, Sacramento, Calif. Among the speakers will be: 

Dr. Walter R. MacLaren, Burbank, Calif., and Albert L. Chaney, 
Ph.D., Los Angeles, Evaluation of the Factors Tending Toward Per- 
manent Occupational Deafness. 

Jr. John W. G. Hannon, Washington, Pa., The Utilization of 
Aluminum in the Prevention and Treatment of Silicosis. 

Dr. Waldemar C., Dreessen, Bethesda, Md., Laborator 
to Which the Industrial Physician Should Resort 
Diagnosis. 

Dr. Joseph H. Boyes, Los Angeles, The Immediate versus the Delayed 
Repair of the Digital Tendons. 
Dr. D. Toffelmier, Oakland, Calif., 

Stump for Weight 
Dr. Oscar A. Sandee, *neumonoconioses—Their Dif- 

ferential Diagnosis ‘and Pro ognt 
Dr. Hedwig S. Kuhn, Mts fy = oe Right Eyes for the Job. 


A symposium on the Worker and His Job, with Bert Han- 
man, Berkeley, Calif., as chairman, will be presented by the 
following principal speakers : Dr. Henry H. Kessler, Newark, 
N. J.; Edwin E. Ghiselli, Ph.D., Berkeley; Dr. Karl M. 
Bowman, San Francisco, and W. F. Durant, D. Eng., San Fran- 
cisco. A group of experts will discuss the following aspects in 


Procedures 
or Better 


Reconstruction of the 
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the symposium: personnel, veteran rehabilitation, civilian 
rehabilitation, government employment, industrial safety, work- 
men’s compensation, public health-education-insurance, industrial 
hygiene, labor and management. 


Bulletin of Friends of Medical Research.—Recently 
publication was started of a Bulletin of Friends of Medical 
Research, a newly formed national organization to oppose groups 
that are against animal experimentation. The Bulletin is 
devoted to comments on legislation concerning this type of 
research as well as discussions of various lay and medical 
activities carried on in this field. The National Society for 
Medical Research has been organized under the auspices of 
the Association of American Medical Colleges. Its offices are 
at 303 East Chicago Avenue, Chicago 11, and Anton J. Carlson, 
Ph.D., and Dr. Andrew C. Ivy, both of Chicago, are president 
and secretary-treasurer respectively. This group will be an 
educational organization to determine policies, to analyze and 
select the basic scientific material and to organize local groups 
of physicians and scientists for educational campaigns where 
animal experimentation legislation is proposed. Affiliated with 
it will the national organization of Friends of Medical 
Research, whose function will be to obtain the cooperation of 
lay groups on the state level and to organize and conduct legis- 
lative campaigns. Offices of the Friends of Medical Research 
are located at 292 Madison Avenue, New York 17. 

Science Writers Honored.—The first presentation of the 
George A. Westinghouse Science Writing Awards took place 
in St. Louis during the meeting of the American Association 
for the Advancement of Science, March 27-31. The science 
writers receiving the awards, which consisted of medals and 
citations, include Watson Davis, Frank Thone, Jane Staf- 
ford and Marjorie Van de Water, all of Science Service; 
Howard W. Blakeslee, Associated Press; David Dietz, Scripps- 
Howard Newspapers; Thomas R. Henry, Washington Star; 
Waldemar Kaempffert, New York Times; Gobind Behari Lal, 
American Weekly; William L. Laurence, New York Times; 
Herbert B. Nichols, Christian Science Monitor; John J. O’ Neill, 
New York Herald Tribune, and Robert D. Potter, American 
Weekly. The fund used for the awards was provided by the 
Westinghouse Educational Foundation and is administered by 
the American Association for the Advancement of Science to 
develop closer cooperation between scientists and news writers 
in keeping the public informed of scientific developments, which 
more and more affect human lives “in this atomic age” (Tne 
JourNnaAL, February 2, p. 298). At the time the science awards 
were created, the establishment of an annual $1,000 prize to 
a newspaper writer for outstanding science reporting of the 
year was also announced. he first recipient for this award 


will be reported during the meeting of the American Associa- . 


tion for the Advancement of Science in Boston in December. 

John Ferrell Leaves Markle Foundation.—Dr. John A. 
Ferrell, New York, who recently retired from the Rockefeller 
Foundation to become executive officer of the a and Mary 
R. Markle Foundation, has resigned, effective July 1. Mr. John 
M. Russell, executive director of the joint army and navy 
committee on welfare and recreation, has been elected “ry 
president with a view to becoming executive director on July 1 
The Markle Foundation was established in March 1927 with 
an endowment of about $15,350,000. Its chief executive officer 
until 1944 was Archie S s, who lost his life in a motor 
accident in California in April 1944. For the remainder of 
the war period the deendaiien invited Dr. Ferrell to replace 
Mr. Woods. The policy of the foundation for the last decade 
has been to provide limited research grants in the field of 
medicine and the physical sciences and to confine the area of 
operations to the United States and Canada. Appropriations 
in the scientific program for the ten year period ended Dec. 31, 
1945 amounted to $4,149,557, or an average of $414,955 annu- 
ally, and covered 332 research projects. In the general field 
of endocrinology, except that dealing with the sex glands, 
grants aggregating $430,000ehave been made during the last 
ten years to the National Research Council of Washington, 
D. C., in support of the program of the committee for research 
in endocrinology, which was established in 1936 after a survey 
by the council, at the request of the Markle Foundation, to 
determine the need for such research. The foundation makes 
no direct grants in this field, and it has also excluded aid to 
such fields as cancer and infantile paralysis. As a war measure 
the program was broadened to include features having direct 
bearing on the war effort. The training of essential personnel 
in tropical medicine was an important interest, and grants 
were also given to aid researches in emergency problems in 
the virus diseases and in tropical diseases, such as filariasis, 
malaria and dengue. Support in these fields have been con- 
tinued since the end of the war. 
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South African Medical Congress.—The thirteenth scien- 
tific meeting and the thirty-fourth medical congress of the 
Medical Association of South Africa will be held in Durban, 
Natal, October 7-12. This will be the first congress to be held 
in South Africa since the outbreak of the war. Dr. A. Broom- 
berg is honorary organizing secretary, 506 Payne’s Buildings, 
Durban, Natal, South Africa. 


Deaths in Other Countries 
Dr. Adolf Lorenz, noted orthopedic surgeon, died in Vienna 


February 12. , known 
for his discovery of urea stibamine “in the treatment of kala- 
azar,” died at his home in Calcutta, February 6——Dr. H. P. 


Lie, chief medical officer for leprosy in Norway from 1911 to 
1935, died Dec. 17, 1945, aged 83. Dr. Mario Donati died 
suddenly January 21 after his return from exile in Switzerland 
and a short time after he had resumed his position as director 
of the Surgical Clinic in Milan. 


CORRECTIONS 


Procaine Instead of Cocaine.—The word cocaine appears 
in error instead of procaine in the sixth line under the caption 
“Serum Sickness Following the Injection of Antitetanus Serum” 

on page 993 of Tue Journat of April 13. 

Gift to Pediatric Academy.—The American Academy of 
Pediatrics has received $100,000 from the National Foundation 
of Infantile Paralysis and not the Rockefeller Foundation as 
reported in THe Journat, May 4, page 52. The announcement 
was based on erroneous press reports. : 


Government Services 


Arnold Lehman Joins Food Administration 
Dr. Arnold J. Lehman, professor of pharmacology, University 
of North Carolina School of Medicine, Chapel Hill, has been 
appointed chief of the division of pharmacology, Food and 
Drug Administration, Washington, D. C., newspapers reported 
March 21. Dr. Lehman succeeds the late Herbert O. Cal- 
very, Ph.D. 


New Commanding General of Medical Center 
Dr. George C. Beach Jr., Topeka, has been appointed com- 
manding general of the Army Medical Center, succeeding Major 
Gen. Shelley U. Marietta, Washington, who has retired from 
active service. Dr. Marietta, who has been in active service 
for thirty-five years, has been stationed at Walter Reed General 
Hospital since December 1939. 


Appointments in Veterans Administration 


Dr. Louis B. Newman, former commander in the Medical 
Corps, U. S. Naval Reserve, and head of the department oi 
physical medicine and member of the rehabilitation board at the 
U. S. Naval Hospitals, Oakland, Calif., and Seattle, has been 
appointed chief of physical medicine at ‘the Veterans Adminis- 
tration Hospital, Hines, Ill. This appointment also includes 
the Vaughan General Hospital, Hines, which is being taken 
over by the Veterans Administration. Dr. Richard B. 
Hullsiek has been named chief medical officer for the Veterans 
Administration regional office, with headquarters in St. Paul. 


Opportunities for Artists and Photographers 

The Medical Illustration Division in the Veterans Administra- 
tion is providing positions for clinical photographers, medical 
artists and_ statistical draftsmen. These positions are under 
federal civil service with starting salaries ranging from $1,902 
for clinical photographer trainees to $3,640 for qualified clinical 
photographers and medical artists. Interested workers in this 
field are invited to apply for these positions by submitting a 
completed form number 57 (obtainable from any U. S. Post 
Office) accompanied by samples of their work, wherever obtain- 
able, to Mr. C. Graham Eddy, Director, Medical Illustration, 
Veterans Administration, Washington 25, D. C. All samples 
of work submitted will be returned. 
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Fred Marlin Meader ® Kalamazoo, Mich.; Johns Hopkins 
University School of Medicine, Baltimore, 1909 ; born in North 
Haverhill, N. H., Jan. 28, 1876; from 1909 to 1914 on the 
faculty of Syracuse University College of Medicine, where 
he taught successively pathology and bacteriology, and _pre- 
ventive medicine and hygiene; formerly an associate epidemi- 
ologist at the Johns Hopkins University School of Hygiene 
and Public Health; formerly director of the division of 
communicable diseases, New York State Department of 
Health; retired in January 1941 as director of medical service 
and deputy commissioner, Detroit Department of Health; 
served during World W ar I; on the staff of the Kalamazoo 
State Hospital ; took part in the investigation which led to the 
isolation of “Typhoid Mary” while he was a member of_ the 
New York State Health Department; died in the Henry Ford 
Hospital, Detroit, April 26, aged 70, of myocardial insufficiency. 

Erastus Eugene Holt Jr. @ Portland, Maine; Medical 
School of Maine, Portland, 1910; born in Portland in 1885; 
specialist certified by the American Board of Ophthalmology ; 
member of the American Academy of Ophthalmology and 
Otolaryngology, American Ophthalmological Society and the 
New England Ophthalmological Society; fellow of the Amer- 
ican College of Surgeons; served as councilor of the First 
District of the Maine Medical Association; executive surgeon 
and superintendent of the Maine Eye and Ear Infirmary; 
consulting surgeon to the Maine General Hospital and Chil- 
dren's Hospital in Portland, the Webber Hospital, Biddeford, 
and the Henrietta D. Goodall Hospital, Sanford; died February 
2, aged 60, of lymphatic leukemia. 

Osville Richard Lillie ® Milwaukee; Marquette University 
School of Medicine, Milwaukee, 1913; born in Madison, Wis., 
June 12, 1890; assistant clinical professor of surgery at his 
alma mater; member of the founders group of the American 
Board of Surgery : past president of the Milwaukee Surgical 
Society and the Milwaukee Academy of Medicine; served 
overseas on the surgery staff of Base Hospital number 2 2 during 
World War 1; chiet Selective Service medical director in 
Wisconsin during World War Il; fellow of the American 
College of Surgeons; for many years surgeon for the Milwaukee 
and Northwestern railroads and affiliated with the Milwaukee 
Hospital, where he died February 21, aged 55, of dissecting 
aneurysm of the abdominal aorta. 

Frederick Lane Brown @ New Brunswick, N. J.; Columbia 
University College of Physicians and Surgeons, New York, 
1910; born in Somerville, N. J., in 1883; specialist certified 
by the American Board of Internal Medicine ; fellow of the 
American College of Physicians; past president of the Middle- 
sex County Medical Society; chairman of the county procure- 
ment and assignment committee during World War II; since 
1931 chief of the medical service at the Middlesex General 
Hospital, where he had been chief of obstetrics from 1929 
to 1931; affiliated with the Somerset Hospital, Somerville, 
and St. Peter’s Hospital; died in the Neurological Institute, 
New York, January 29, aged 63, of tumor of the brain. 

John Morgan Biedler ® Fort Lauderdale, Fla.; University 
College of Medicine, Richmond, 1903; born in Tenth Legion, 
Va., Dec. 24, 1873; member of the medical advisory board of 
Rockingham and Page counties, Va., during World War I, 
resigning in October 1918 to become a first lieutenant in the 
medical corps of the U. S. Army, assigned to public health 
service, being discharged in March 1919; member of the 
Medical Society of Virginia; for many years health officer 
and coroner of Rockingham County, Va.; a founder of Rock- 
ingham Memorial Hospital, Harrisonburg, Va., where he later 
was a member of the staff and a trustee; died January 26, aged 
72, of cirrhosis of the liver. 

Edwin Leslie Gardner, Minneapolis; University 
nesota College of Medicine and Surgery, Minneapolis, 
born in Jacksonville, IIL, 
fessor of internal 


of Min- 
1912; 
Aug. 2, 1880; clinical associate pro- 
medicine at his alma mater; specialist 
certified by the American Board of Internal Medicine; member 
of the American Medical Association and the Central Society 
for Clinical Research; fellow of the American College of 
Physicians; past president of the Hennepin County Medical 
Society; on the staffs of the Northwestern, Swedish and St. 
Mary’s hospitals; consultant to the Glen Lake Sanatorium in 
Oak Terrace and the Fitel Hospital; died January 29, aged 59, 
of cerebral hemorrhage. 


Arthur Beattys Berresford ® Ithaca, N. Y.; Boston 


University School of Medicine, 1935; diplomate of the National 
Board of 


Medical Examiners; interned at the Waterbury 
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May 18, 1940 
Hospital in Waterbury, Conn.; member of the American 
Academy of Allergy; served as research fellow in the depart- 
ment of allergy, Roosevelt Hospital, New York; on the staffs 
of the Cornell University Infirmary and Clinic and the Tomp- 
kins County Memorial Hospital; co-author of “Know Your Hay 
Fever”; died in the New York Post-Graduate Medical School 
and Hospital, New York, April 16, aged 42, of coronary occlu- 
sion. 

Thomas Ward Burnett @ Colonel, M. C., U. S. Army, 
retired, New York; Columbia University College of Physicians 
and Surgeons, New York, 1908; fellow of the American College 
of Physicians; entered the medical corps of the U. S. Army 
in 1912; served overseas during World War I with the first 
division; served during World War II; left Hawaii shortly 
before the Pearl Harbor attack and later was stationed at 
Governors Island, Camp Pickett, Va., and in Baltimore as 
surgeon to the Third Service Command; retired in June 1945; 
died Oct. 19, 1945, aged 63, of coronary occlusion. 

Raymond Wright Whittier ® Colonel, U. S. Army, 
retired, Little Rock, Ark.; University of Minnesota College 
of Medicine and Surgery, Minneapolis, 1912; specialist certified 
by the American Board of Ophthalmology and the American 
Board of Otolaryngology; fellow of the American College 
of Surgeons; entered the "medical corps of the U. S. Army 
as a first lieutenant in 1917; served during World War I; 
retired Aug. 31, 1943 for disability in line of duty with the 
rank of colonel; died in the Baptist State Hospital March 1, 
aged 58, of coronary occlusion. 

Byron Gracey Anderson, Uhrichsville, 
Medical College, Columbus, 1886 ; 
of cerebral hemorrhage. 

Aaron Barlow ® Philadelphia; Medico-Chirurgical College 
of Philadelphia, 1909; specialist certified by the American 
soard of Ophthalmology; member of the American Academy 
of Ophthalmology and Otolaryngology; on the staff of the 
Wills Eye Hospital and the Mount Sinai Hospital, where 
he died February 8, aged 62, of coronary thrombosis. 

William H. Becker ® St. Louis; Missouri Medical College, 


Ohio; Starling 
died January 17, aged &7, 


St. Louis, 1898; born in St. Louis, Oct. 14, 1875; served as 
assistant in the surgical clinic at St. John’s Hospital and 


assistant surgeon in the surgical clinic of O'Fallon Dispensary ; 
for many years surgeon for the St. Louis Street Railways; 
from 1928 until his retirement because of illness in 1938, surgeon 
for the Chevrolet and Fisher Body plants of General Motors 
Corporation; died January 21, aged 70, of carcinoma of the liver. 

Lionel Joseph Bienvenu, Opelousas, La.; Tulane Uni- 
versity of Louisiana School of Medicine, New Orleans, 1921; 
served as vice president of the Louisiana State Medical 
Society; member of the American Medical Association; 
medical director and part owner of St. Rita’s Infirmary; died 
February 7, aged 49, of coronary occlusion. 

Elmer Wiley Bingaman ® Carmel, Calif.; Medical aay 8 
ment of the University of California, San F rancisco, 1907 ; 
in Salinas, January 14, aged 62, ot coronary thrombosis. 

Harold Bonoff, Peekskill, N. Y.; University and Bellevue 
Hospital Medical College, New York, 1905; died January 
30, aged 69, of coronary thrombosis. 

Charles T. Bower @ Hillsdale, Mich.; Michigan College 
of Medicine and Surgery, Detroit, 1904; on the staff of the 
Hillsdale Community Health Center; director of the Hillsdale 
State Savings Bank; died February 24, aged 67, of hyper- 
tensive cardiovascular disease. 

Warren Henry Butz, Allentown, Pa.; Medico-Chirurgical 
College of Philadelphia, 1915; member of the American Medical 
Association; on the staff of the Allentown Hospital, where 
he a January 19, aged 55, of a skull fracture received in 
a fall. 

Daniel Avery Capwell, North Woodbury, Conn.; Bellevue 
Hospital Medical College, New York, 1884; member of the 
American Medical Association and the Medical Society of 
the State of Pennsylvania; at one time superintendent of the 


Moses Taylor Hospital and old Lackawanna Hospital in 
Scranton, Pa.; died January 16, aged 86, of injuries received 
in a fall. 


Cornelius Lennon Carter, Harrisburg, Pa.; College of 
Physicians and Surgeons, Boston, 1904; member of the Ameri- 
can Medical Association; died January 22, aged 73, of carcinoma 
of the tonsil. 

Tracy Roscoe Conklin Sr., Abilene, Kan.; St. Louis 
College of Physicians and Surgeons, 1898; member of the 
American Medical Association; senior member of the staff 
of the Memorial Hospital; died January 19, aged 77, of 
cerebral embolism. 
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Frank Howard Conner @ Nevada, Iowa; College of Wilber Franklin McMahan ® Lewiston, Idaho; St. Louis 


Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1898; died in the Iowa Methodist 
Hospital, Des Moines, January 30, aged 79, of cerebral 
hemorrhage. 

Hamilton Ralls Coston, Birmingham, Ala.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1889; member 
of the American Medical Association; died in Signal Mountain, 
Tenn., January 31, aged 79, of coronary thrombosis. 

Samuel Robert Downing ® Oakland, Calif.; Leland Stan- 
ford Junior University School of Medicine, San Francisco, 
1915; served overseas during World War I and in 1921 
appointed a major in the medical corps of the California 
National Guard; on the staff of the Samuel Merritt Hospital, 
where he died January 19, aged 62, of arteriosclerosis. 

Alva J. Drake, Lancaster, Mo.; Barnes Medical College, 
St. Louis, 1902; member of the American Medical Association ; 
died January 26, aged 71, of cerebral hemorrhage. 

Eleanora Sophronia Everhard, Dayton, Ohio; University 
of Michigan Department of Medicine and Surgery, "Ann Arbor, 
1896; member the American Medical Association; vice 
president of the Montgomery County Medical Society in 1927 ; 
served as a member of the Oakw City Council and board 
of health; died in the Miami Valley Hospital January 25, 
aged 78, of cerebral hemorrhage. 

Henry Clay Floyd, Nashville, Tenn.; Meharry Medical 
College, Nashville, 1917; imstructor in clinical medicine at his 
alma mater, where he was assistant professor of medicine; died 
in the George W. Hubbard Hospital January 26, aged 55, of 
a basal skull fracture received when struck by an automobile. 

Charles M. Fullenwider ® Muskogee, Okla.; Rush Medical 
College, Chicago, 1903; member of the American Academy 
of Ophthalmology and Otolaryngology; died January 26, aged 
67, of coronary thrombosis. 

Fred E. Graves, Brier Hill, N. Y.; the Hahnemann Medical 
College and Hospital, Chicago, 1888 health officer; member 
of the board of education; died January 28, aged 81, of senility. 

C. Alonzo Harding, Ashdown, Ark.; College of Physicians 
and Surgeons, Dallas, 1904; member of the American Medical 
Association; also a graduate in pharmacy; died January 29, 
aged 64, of myocarditis. 

Jesse Weathers Humber, Lumpkin, Ga.; Atlanta Medical 
College, 1915; died in the Patterson Hospital, Cuthbert, January 
15, aged 55, of acute nephritis. 

William Yocum Jones, Ponca, Neb.; Omaha Medical 
College, 1902; died January 31, aged 77, of thrombosis. 

Malcolm A. Kemper, Winnetka, Ill.; Rush Medical College, 
Chicago, 1918; member of the American Medical Association 
and the American Academy of Dermatology and Syphilology ; 
diplomate of the National Board of Medical Examiners; for 
many years a member of the National Guard; served during 
World War 1; died in Cincinnati January 29, aged 50, of 
coronary occlusion. 

Albert Herbert Kulig, Thorp, Wis.; Milwaukee Medical 
College, 1910; died January 27, aged 59, of coronary thrombosis. 

Robert Aloysius Neubert Lamb, Chicago; Loyola Uni- 
versity School of Medicine, Chicago, 1926; member of the 
American Medical Association; member of the staff of the 
Alexian Brothers Hospital; died in the Billings Hospital 
February 18, aged 49, of sarcoma of the tlngh, with metastases. 

Charles A. Lauffer, St. Petersburg, Fla.; University of 
Pennsylvania School of Medicine, Philadelphia, 1905; at one 
time medical director, relief department, Westinghouse Electric 
& Manufacturing Company, in East Pittsburgh; died January 
3, aged 70, of abdominal carcinoma. 

John C. Lee, Wyalusing, Pa.; Baltimore Medical College, 
1897; member of the American Medical Association; died in 
the Robert Packer Hospital, Sayre, January 22, aged 75, 
of heart disease. 

Chester Alfred Leigh, Seattle; Southern Homeopathic 
Medical College, Baltimore, 1904; served during World War I; 
for many years associated with the Douglas Aircraft Company 
in California; died in the Seattle General Hospital January 20, 
aged 66, of pneumonia. 

George Benjamin Lutyens, Springfield, Ill.; College of 
Physicians and Surgeons of Chicago, School of "Medicine of 
the University of Illinois, 1906; served in France during World 
War I; on the staffs of the Memorial and St. John’s hospitals ; 
died January 23, aged 73, of coronary thrombosis. 

Clarence A. McGuire ® Kansas City, Mo.; University 
Medical College of Kansas City, 1913; served during World 
War I; died January 16, aged 61, of heart failure. 


University School of Medicine, 1904; died January 8, aged 72, 
of heart disease. 

Thomas W. Martin, New York; University of the City 
of New York Medical Department, New York, 1888; died 
in St. Elizabeth's Hospital January 28, aged 82, of pneumonia. 

Harvey Edward Moss, Bonner Springs, Kan.; Louisville 
(Ky.) Medical College, 1893; served as a member of the 
board of education in Kansas City, Mo., where he had been 
coroner of Jackson County; died in Phoenix, Ariz., January 
12, aged 73, of carcinoma of the rectum with metastases. 

James Daniel Nall, Atlanta, Ga.; University of the South 
Medical Department, Sewanee, Tenn., 1907; member of the 
American Medical Association; affiliated with the Crawford 
W. Long Hospital, where he died January 24, aged 63, of 
cerebral hemorrhage. 

James R. Northcutt, Knox City, Mo.; College of Physicians 
and Surgeons, Keokuk, Lowa, 1878; member of the American 
Medical Association; died January a aged 90, of myocarditis. 

Stewart Stowe Piper, Elmira, N. Y.; New York Home- 
opathic Medical College and Hospital, New York, 1906; member 
of the American Medical Association; served during World 
War I; died January 21, aged 69, of cerebral thrombosis, 
influenza and bronchopneumonia. 

Otey James Porter, Columbia, Tenn.; University of 
Nashville Medical Department, 1890; past president of the 
Maury County Medical Society ; died January 17, aged 78, 
of pneumonia. 

Henry C. Rogers, Rockville, Ind.; Indiana Medical Col- 
lege, Indianapolis, 1876; Civil War veteran; died January 
30 aged 101, of cerebral hemorrhage. 

Amy Jean Rule @ Washington, D. C.; Woman's Medical 
College of Pennsylvania, Philadelphia, 1908; died January 29, 
aged 73, of chronic myocarditis 

Marion Elisworth Sayre, Wilkinsburg, Pa.; Temple Uni- 
versity School of Medicine, Philadelphia, 1918; Jefferson Medi- 
cal College of Philadelphia, 1921; for many years a member 
of the medical staff of the Pennsylvania Railroad; died Decem- 
ber 19, aged 62, of uremia secondary to prostatic hypertrophy 
and hypernephroma. 

Thomas Valentine Stack ® New York; Fordham Uni- 
versity School at Medicine, New York, 1916; interned at the 
Norwegian Lutheran Deaconess Home and Hospital in Brook- 
lyn; served overseas as a lieutenant in the medical corps of 
the U. S. Army durmg World War I; on the staffs of the 
Harlem and Misericordia hospitals; died January 22, aged 51, 
of cerebral hemorrhage. 

Edward Stieren ® Pittsburgh; 
Medical College, Pittsburgh, 1890; specialist certified by 
the American Board of Ophthalmology ; in 1933 member of the 
House of Delegates of the American Medical Association ; mem- 
ber of the American Academy of Ophthalmology and Otolaryn- 
gology, American Ophthalmological Society and the Association 
for Research in Ophthalmology; on the staff of the Columbia 
Hospital; died January 8, aged 72, of coronary occlusion. 

Franklin Arthur Stiles ® Great Bend, Pa.; University of 
Michigan Homeopathic Medical School, Ann Arbor, 1919; 
died December 24, aged 52. 

Robert Boyd Stith, Mullins, S. C.; University of Nash- 
ville Medical Department, 1909; for many years member of 
the board of health; on the staff of the Mullins Hospital; 
died February 1, aged 60, of coronary thrombosis. 

Ashby Turner, Harrisonburg, Va.; University College of 
Medicine, Richmond, 1900; member of the American Medical 
Association; died recently, aged 68, of heart disease. 

Claud E. Wann, Albany, Okla. (licensed in Oklahoma 
under the Act of 1908); member of the American Medical 
Association; died January 24, aged 79, of arteriosclerosis 

George John Wardenburg, Brooklyn; Columbia University 
College of Physicians and Surgeons, New York, 1896; died 
January 5, aged 72, of arteriosclerosis. 

Charles Todd Woodward, Southbridge, Mass. ; 
Medical School, Hanover, N. H., 1 
72, of heart disease. 

Silas Yarnell, Spokane, Wash.; American Medical Mission- 
ary College Battle Creek, Mich., and Chicago, 1901; member 
of the American Medical Association ; at one time superintend- 
ent of the Spokane Sanitarium; on the courtesy staff of St. 
Luke’s Hospital; on the medical staff of the Sacred Heart 
Hospital and the Deaconess Hospital where he died January 
6, aged 69, of carcinoma of the prostate. 


Western Pennsylvania 


Dartmouth 
894; died January 12, aged 
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DEATHS 


DIED WHILE IN MILITARY SERVICE 


. Md., 


Howard Dwight Adams, Galion, Ohio; George Wash- 
ington University School of Medicine, Washington, D. C., 
1944: interned at the Genesee Hospital in Rochester, 
N. Y.:; began active duty as a first lieutenant in the 
medical corps, Army of the United States, in July 1945; 
died in the Regional Hospital, Fort George G. Meade, 
Aug. 22, 1945, aged 27, of virus encephalitis and 
virus pneumonia. 

Floyd William Baugh, Burlington, Wash. ; University 
of Nebraska College of Medicine, Omaha, 1931; member 
of the American Medical Association; interned at the 
Seattle General and the Children’s Orthopedic hospitals 
in Seattle; at one time health officer of Skagit County; 
began active duty as a major, medical corps, Army of 
the United States (National Guard), Sept. 16, 1940; died 
in the McCaw General Hospital, Walla Walla, Nov. 10, 
1945, aged 39, of brain tumor. 


Richard Benfield, New York; Medizinische Fakultat 
der Universitat Wien, Vienna, Austria, 1924; > member 
of the American Medical Association; began active duty 
as a captain in the medical corps, Army of the United 
States, on April 5, 1944; served overseas with the 18Ist 
General Hospital; died in New Delhi, India, Oct. 8, 
1945, aged 45, of myocardial infarction. 


Harold Thomas Booth, Schroon Lake, N. Y.: Uni- 
versity of Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore, 1936; interned at 
the Church Home and Infirmary, Baltimore; served a 
residency at the Harlem Valley State Hospital in Wing- 
dale; began active duty as a captain in the medical corps, 
Army of the United States, on Aug. 15, 1942; promoted 
to major; neuropsychiatrist with the 52d General Hospital ; 
died in England Aug. 30, 1945, aged 34, of pulmonary 
tuberculosis. 


James Wesley Duckworth @ Colonel, M. C., U. 
Army, Atlanta, Ga.; Indiana University School of Medicine, 
Indianapolis, 1912: born in Gosport, Ind., on Sept. 6, 1890; 
fellow of the American College of Surgeons ; entered the 
medical reserve corps of the U. 5. Army in 1917 and later 
transterred to the regular army; served in France during 
World War I; stationed at various posts in the United 
States and in the Philippines; in May, 1941 was commanding 
officer of the hospital at Fort William Mckinley, Manila, 
and the twelfth medical regiment; when Bataan fell as 
a prisoner and under Japanese supervision he was allowed 
to remain as commanding officer of the hospital he had 
organized at the outbreak of the war; later, when the 
hospital was removed to another location, he was trans- 
ferred to various Japanese prison camps, being freed from 
Cabantuan prison camp in January, 1945, returned to San 
Francisco and admitted as a patient in the Letterman Gen- 
eral Hospital; on May 27, 1945 returned to duty at his 
own request after a seven day leave; assigned as com- 
manding officer of the Winter General Hospital at Topeka, 
Kan., and later of the Lawson General Hospital, where 
he died Dec. 26, 1945, aged 55, of coronary thrombosis. 


Willard Earl Fischer, Wayne, Mich.; Wayne Uni- 
versity College of Medicine, Detroit, 1939; member of 
the American Medical Association; interned at the Grace 
Hospital in Detroit; served a residency at the Wyandotte 
General Hospital in Wyandotte; began active duty as 
a first lieutenant in the medical corps, Army of the 
United States, on Sept. 28, 1942; promoted to captain 
and major; went overseas in February 1944 with the 
Ninth Air Force; awarded the Distinguished Unit Citation, 
ETO ribbon with four battle stars, and a Purple Heart; 
returned to the United States in April 1945 and was 
Stationed at the Percy Jones Hospital in Battle Creek; 
died March 6, aged 34, of virus pneumonia. 

Paul Mitchell Glenn ® Cleveland Heights, Ohio; 
Western Reserve University School of Medicine, Cleveland, 
1935; interned at the University Hospitals, Cleveland, 
where he served a fellow ship in internal medicine; at one 
time fcllow and instructor in medicine at the Hospital 
of the University of Pennsylvania, Philadelphia; senior 
instructor in medicine at his alma mater; specialist certified 
by the American Board of Internal Medicine; associate, 
American College of Physicians; member of the American 


Gastroenterological Association and the American Federa- 
tion for Clinical Research; visiting physician, chief of the 
gastrointestinal clinic, City Hospital; began active duty 
as a captain in the medical corps, Army of the United 
States, on Jan. 1942; promoted to major; ward officer, 
general medical and gastroenterological sections, Fourth 
General Hospital, Melbourne, Australia, from January 1942 
to February 1943; served as chief of the gastroenterology 
section at the Finney General Hospital in Thomasville, Ga., 
where he was chief of the gastroenterology and cardio- 
vascular renal sections and assistant chief of the medical 
service; died in the Lawson General Hospital, Atlanta, 
Dec. 21, 1945, aged 39, of disseminated lupus erythematosus. 


Benjamin Franklin Handelsman, Brooklyn; Univer- 
sity and Bellevue Hospital Medical College, New York, 
1922: member of the American Medical Association; 
interned at the Bellevue Hospital in New York; served 
as a cardiologist at the Greenpoint Hospital and associate 
on medical service at the Wyckoff Heights Hospital; 
began active duty as a captain in the medical corps of 
the Army of the United States, Sept. 22, 1942; served 
two and one-half years in the China- Burma-India ‘theater ; 
died Sept. 24, 1945, aged 47. 


Harold Frederick Kirchmer, Jackson Heights, N. Y.; 
Columbia University College of Physicians and Surgeons, 


New York, 1938; interned at the Lenox Hill Hospital, 
New York, where he served a_ residency; served a 


residency at the St. Joseph Hospital for Consumptives in 
New York; interned at Our Lady of Lourdes Memorial 
Hospital in Binghamton; began active duty as a first 
lieutenant in the medical corps, Army of the United 
States, on June 23, 1942; promoted to captain; died in 
France July 28, 1945, aged 31 

Harry Allen Durfee O’Connor, New York; Uni- 
versity and Bellevue Hospital Medical College, New York, 
1921; served as assistant clinical professor of surgery at 
his alma mater, now known as the New York University 
College of Medicine; member of the American Medical 
Association; fellow of the American College of Surgeons; 
served on the staffs of the B ellevue, French and Misericordia 
hospitals ; began active duty “ a lieutenant commander 
in the medical corps of the U. S. Naval Reserve on Dec. 
4, 1940; promoted to Bac Bo and captain; served as 
chief surgeon at the Naval Hospital in Brooklyn; acci- 
dentally drowned in the East River Novy. 28, 1945, aged 49. 

William Samuel Prout @ Colonel, M. C., U. S. 
Army, Concordia, Kan.; Kansas Medical College, Topeka, 
1913; born in Virginia City, Mont., March 14, 1889; 
formerly staff assistant and roentgenologist at St. Joseph’s 
Hos pital, where he served as assistant to the general 
surgeon for two years; graduated at U. S. Army Medical 
School, 1920; appointed a first lieutenant in the medical 
reserve corps of the U. S. Army in 1918 and in the regu- 
lar army in October 1919; served as chief of the clinical 
laboratory and x-ray service in the General Hospital, Oteen, 

_C., Sternberg General Hospital, Manila, U. S. Military 
Academy, West Point, Fort Shafter, Hawaii, Army and 
Navy General Hospital in Hot Springs National Park and 
the Fitzsimons General Hospital in Denver, where he died 
Dec. 11, 1943, aged 54, of brain tumor. 

Henry Seymour Rothbart, Brooklyn; Long Island 
College of Medicine, Brooklyn, 1935; member of the 
American Medical Association; interned at the Greenpoint 
Hospital; began active duty as a first lieutenant in the 
medical corps, Army of the United States, on Sept. 
24, 1942; died in Fort Bliss, Texas, July 27, 1943, aged 32. 

Henry Alexander Silberstein, Sloatsburg, N. Y.; 
Friedrich - Wilhelms- Universitat Medizinische Fakultit, 
serlin, Prussia, Germany, 1928; member of the American 
Medical Association; served as the first member of the 
fire department of Sloatsburg and on the staff of the 
Good Samaritan Hospital in Suffern; began active duty 
as a first lieutenant in February 1943 of the medical corps, 
Army of the United States; promoted to captain; went 
overseas early in 1944, landing in Normandy on D day; 
died in France May 14, 1945, aged 40, of coronary 
thrombosis. 
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Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
April 20, 1946. 


Problem of Neurotic Ex-Soldiers 

The Ministry of Health has had an investigation made to 
discover how men discharged from the army on account of 
neurosis readjust themselves to civilian life. The investigation 
was carried out by Dr. Eric Guttman of the Mill Hill Emer- 
gency Hospital and Miss Elsie L. Thomas, a psychiatric social 
worker. The investigation covered 382 selected cases chosen 
on an. area basis representing industrial and rural districts 
exposed to enemy attack, including one heavily bombed city. 
The investigation was limited to discharges-in the three months 
that began on Jan. 1, 1943. The following are the main con- 
clusions : 

Men discharged because of neurosis have considerable diffi- 
culty in readjusting to civil life and even fifteen months after 
discharge have a high incidence of neurotic complaints and 
illness. The majority find it difficult to return to employment, 
as shown by delay in starting work and a high rate of absentee- 
ism. Some are unhappy in their private lives, self conscious 
and liable to social frictions. However, more than 200 still 
held the same job taken on leaving the army, while another 
80, after a false start, had settled down to their second job. 
- Married men changed their jobs less frequently than bachelors. 
In many cases the men themselves or their relatives reported 
that their avocations had changed; that they had become less 
sociable, less interested and less active. Three fourths of the 
group had definite neurotic traits before enlistment, and more 
than half complained of physical ill health before joining the 
army. 

The authors conclude that the critical time in readjustment 
to civil life is the early period aiter discharge. The better pro- 
vision now made for discharged men by the Disabled Persons 
(Employment) Act and the newly organized Board of Control 
for mental disease will result in better treatment and advice 
and thus enable men to return to work earlier. The return of 
psychiatrists from the services should provide increased facil- 
ities for outpatient treatment. 


The Bread Question 


In 1942 the government made compulsory an extraction rate 
from wheat of 85 per cent for bread making. Extraction in 
peacetime had been 75 per cent. The object was to save ship- 
ping space for the importation of wheat, which was then seri- 
ously threatened by the submarine sinkings. When the danger 
to our food supply diminished, the extraction rate was lowered 
first to 82.5 per cent and then to 80 per cent. This reduction 
produced a storm of criticism because of the loss of vitamins 
in the higher extraction flour. The government’s defense was 
that new methods of milling enabled the percentage of extrac- 
tion to be reduced without “appreciably” lowering the vitamin B 
content. But this did not satisfy the critics, who claimed that 
under the 85 per cent extraction the health of the population 
had been maintained in spite of the great restriction in diet 
resulting from war conditions. Because of the world’s shortage 
of wheat the government has gone back in two stages to the 
&5 per cent extraction, which has given rise in the House of 
Commons to the opposite protest, against people being com- 
pelled to eat the darker bread when they preferred white bread. 
The question of the relative nutritive value of the two breads 
was again raised, but no official answer was given on this 
point. It is unfortunate that, while it has been the subject of 
much. discussion both by food experts and by leading physicians, 
no clear pronouncement has been made. The fact that persons 
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who enjoy a liberal diet can eat white bread with impunity 
seems to blind critics to its defects for those who have to make 
bread “the staff of life.” The fact that natives who have 
excellent teeth when living on their primitive diets suffer from 
dental disease on a European diet, particularly one including 
white flour, is forgotten. 


PARIS 
(From Our Regular Correspondent) 
April 22, 1946. 


Preparatory Conference for World 
Health Organization ; 

The Preparatory Committee of public health experts met in 
Paris from March 19 to April 6 under the egis of the Economic 
and Social Council of the United Nations to plan the inter- 
national health conference. One of the aims of this committee 
is to coordinate the work of the four existing international 
sanitary organizations. The International Office for Public 
Hygiene, established in 1907, is located in Paris and diffuses 
and controls information regarding epidemic diseases and the 
application of international conventions and health measures in 
land, sea and air traffic. During the war its action was 
restricted to occupied Europe. It was represented by its direc- 
tor Dr. Robert Pierret, in a consultative capacity. The Hygiene 
Section of the League of Nations with an epidemiologic and 
Statistical service had as its delegate Dr. Ives M. Biraud. 
UNRRA was represented by Dr. Andrew Topping and Dr. 
Neville Goodman. The Pan American Sanitary Bureau had 
Dr. Aristides A. Moll, secretary, as representative. At the 
Paris conference Dr. René Sand, counselor to the Belgian min- 
istry of health, presiled. The United States was represented 
by Dr. James A. Doull, Surg. Gen. Thomas Parran, Dr. 
H. Van Z. Hyde, all three of the Public Health Service, and 
Miss Marcia Maylott, technical adviser of the State Department. 
Great Britain was represented by Dr. Melville Mackensie, Sir 
Wilson Jameson, Mr. G. E. Yates, Miss E. A. East, all of the 
Ministry of Health, and Dr. C. Lal Katial of the ministry of 
pensions. Dr. A. Cavaillon, general secretary to the Ministry 
of Public Health, and Dr. Leclainche represented France; Dr. 
G. B. Chilsholm, deputy minister of national health, Canada; 
Dr. Martin Kacprzak, president of the National Health Council 
of Poland, Poland; Dr. Andriga Stampar, Yugoslavia; Dr. 
Manuel Baez, vice chairman of the Preparatory Committee, 
Mexico, and experts from Czechoslovakia, Norway, Switzerland, 
Brazil, Argentina, Greece, Egypt and India. 

The Preparatory Committee has been unanimous in recom- 
mending the establishment of a single world organization to 
function as a specialized agency in relation to the United 
Nations. The committee is generaNy agreed that the new 
organization should continue and develop the international 
cooperation in health at present carried out by the afore- 
mentioned four organizations. Among the more important 
responsibilities of the World Health Organization will be the 
stimulation of its member governments to maintain constant 
improvement of health services and to provide technical assis- 
tance on request. It is also proposed that the World Health 
Organization should promote research in the fields of medicine 
and health, making the findings of investigators everywhere 
available to every one. An information service and facilities 
for the exchange of vital data will be at the disposal of all 
states participating. 

The proposed constitution also mentions the role of the World 
Health Organization in promoting conventions and regulations 
in international health and sanitary matters, for initiative here 
will tend to equalize development in different countries and con- 
trol epidemic and social diseases, which otherwise might spread 
unchecked. 

The Preparatory Committee decided that the International 
Congress for Health will be held in New York on June 19. 
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PALESTINE | 
(From Our Regular Correspondent) 
JerusaLtem, March 30, 1946. 


Infection with Bovine Leptospirosis 
in Man in Palestine 

The cooperation of clinicians and bacteriologists in the study 
of an endemic of jaundice resulted in the isolation of a new 
species of Leptospira by Bernkopf in Jerusalem. Clinically, 
Leptospirosis in cattle was reported in 1942 by Freund, Trainin 
and Malkin but the micro-organism responsible for the infection 
was not detected. In calves the disease runs a similar course 
to that of Weil's disease in man, with high temperature, leuko- 
cytosis and increased urea values. Isolated human cases reported 
in the past few years showed that almost exclusively individuals 
were attacked who had contact with animals, such as veteri- 
narians, butchers and farmers. 

Serologically and in its pathogenicity, the strain of Leptospira 
isolated by Bernkopf differs in many respects from Leptospira 
icterohemorrhagica and Leptospira canicola. Leptospira bovis 
(Bernkopf) could be experimentally transferred to calves. A 
number of the infected animals developed jaundice and _ suc- 
cumbed; others showed a milder variety characterized by rise 
of temperature, leukocytosis and increased urea values. In the 
urine of these animals Leptospira was climinated from three 
weeks up to two months after subsidence of the acute symptoms. 

The pathologic-histologic examinations of the experimentally 
infected calves was performed by Ungar. In animals that had 
succumbed two to three days after the infection the liver 
showed a severe degree of dissociation of cords, cholangitis 
with retention of bile in the bile ducts and erythrophagia in 
the reticuloendothelial system. The kidneys showed nonpurulent, 
interstitial inflammation with some absorption of hemoglobin 
by the tubular epithelium. In 3 of the calves in which the 
disease ran a milder course without jaundice, the internal 
organs showed no particular changes, while in a fourth animal, 
which was killed after fifty-four days, only interstitial nephritis 
was found. Examinations were also made in a third group 
of infected animals offering a more serious picture without, 
however, having developed jaundice. Here liver dissociation 
was of the same degree as in the first group, while the kidneys 
showed a mild degree of interstitial nephritis with only a few 
occasional focal necroses in the tubular epithelium. After stain- 
ing according to Levaditi, Leptospira could be identified in the 
liver and kidneys. Similar pathologic-anatomic changes were 
reported by Casper and Reif for human beings and Leptospira 
was here detected in the liver. 

Clinical data concerning the disease are given by Padersky 
of Affulah and Btesch of Tel Aviv. The onset is sudden, with 
violent conjunctivitis, headache and abdominal pain, vomiting, 
muscular pain and high temperature. After four to five days 
the temperature declines and jaundice may appear. In contra- 
distinction to infective hepatitis, the patient does not feel better 
after the subsidence of temperature; on the contrary, he grows 
toxic and may develop stupor or pass into a coma. This toxic 
stage may be brief (one to two days) and is followed by a 
renewed rise of temperature. During this second stage the 
renal complications usually make their appearance and in the 
majority of cases this is the time when nephritis develops, 
with retention of urea. Leptospira appears in the blood of 
the patient during the first few days of the disease and can 
be detected in the urine after the seventh to tenth day. After 
that time, positive agglutination can be obtained in the blood 
with specific Leptospira. 

Therapeutically, Ephrati of Tiberias reports one success after 
penicillin treatment. The administrations were started on the 
eleventh day at three hourly intervals. In the course of eight 
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days, a total of I million units was given, the patient simul- 
taneously receiving vitamins Bi and K, nicotinic acid and liver 
extract. 

These results, obtained by a close cooperation of clinicians 
and bacteriologists, have shown why so far no case of Weil's 
disease has apparently occurred in Palestine. The L. bovis now 
identified by Bernkopf differs serologically from L. ictero- 
hemorrhagica and L. canicola. It is probably closely related 
to the Leptospira reported by Russian authors for cattle in 
the northern Caucasus (Michin, Azinow). A separate report 
on the results of these investigations will be given in a special 
issue of the Harefuah on March 1. 


Relationship Between Eosinophilic Erythredema 
and Filariasis 


The etiology of a special type of migrating and itching 
swellings of the skin associated with high eosinophilia of the 
blood is still imperfectly understood. Since their first appear- 
ance coincided with the arrival of large contingents of colored 
troops in this country and since outwardly they present a 
striking resemblance to the so-called calabar swelling, they were 
suspected to represent an early stage of filariasis. However, 
microfilaria could not be detected in the blood in any single 
case. Since in filariasis the cutaneous reaction yields positive 
results with a specific antigen, at two Palestine hospitals 
cutaneous tests were performed with antigen from Dirofilaria 
immitis. 

At the dermatologic outpatient clinic of the Hadassah Uni- 
versity Hospital in Jerusalem, Dostrovsky and Sagher undertook 
skin tests in 12 cases of erythredema with a control series of 
32 normal patients. With a concentration of antigen of 1: 1,000 
all 12 cases yielded positive results after twenty-four and forty- 
eight hours. With a concentration of 1: 10,000, 10 cases showed 
a positive reaction after twenty-four hours, in 6 of which it 
continued to be present even after forty-eight hours. Of the 
control persons suffering from all kinds of skin diseases after 
twenty-four hours 14 showed a positive, the rest a negative 
reaction. After forty-eight hours the picture was the same. 

Three erythredema cases showed exacerbation of the original 
lesion, with redness and itching after the skin test. This would 
suggest a specific local reaction. Since, however, so many 
normal persons likewise showed a positive intracutaneous reac- 
tion, this test cannot very well be considered a specific one 
and the question of whether the eosinophilic erythredema should 
be considered a manifestation of filariasis remains further 
unsolved. 

Similar results were reported by Lass from the outpatient 
department of the Hadassah Municipality Hospital in Tel Aviv. 
In 16 cases of eosinophilic erythredema, antigen in concentration 
1: 8,000 elicited an immediate reaction in 7, a late reaction in 
8 and 4 patients remained negative. Among 20 control cases 
the reaction was positive in 3. 


Marriages 


JaMes HAMMOND WALKER, Birmingham, Ala., to Miss 
Martha Jane Greaves of Philadelphia at Valley Forge, Pa., 
March 16 

Rosert Linton Ratston, Henderson, N. C., to Miss Ruth 
Alice McBride of Boston in Bethesda, Md., March 9, 

WittrAM JosepH May, Thomasville, N. C., to Miss Doris 
Elizabeth Burke in Winston-Salem, March 27. 

Epwarp Kwutson, Cumberland, Wis., to Dr. Constance 
M. Turner of McGregor, lowa, March 

Avsert P, OnLMACHER, Chattanooga, Tenn., to Mrs. Jean 
Vandergrift in Sewanee, March 20 

Epwarp Rasp Nett to Miss Jane McRae Graham, both of 
Kalamazoo, Mich., May 4. 
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AN INSTITUTE FOR THE TREATMENT AND CARE 
OF THE DIABETIC 


JOSEPH H. BARACH, M.D. 
Pittsburgh 


The following notes represent part of my experience to date 
with patients who, without my knowledge, have been to the 
Kaadt Institute of South Whitley, Ind., in search of a cure for 
diabetes. These patients stated that acquaintances or friends 
had urged them to go there, advising them that they could be 
treated or cured of diabetes and that they would be freed of the 
need for insulin injections. I have reason to suspect that some 
of this propaganda is carried on by scouts who visit diabetic 
patients, diabetic clinics and hospitals. One such incident known 
to me personally occurred in the diabetic clinic under my super- 
vision and another at the Presbyterian Hospital in the guise of 
a nurse’s aide wearing a Red Cross uniform. This young 
woman urged my patient to go to the aforementioned institute, 
where patients are “cured” without the use of insulin. 

I am informed by my patients who have been there that a 
medical history of their cases was not taken, that physical 


examinations were not made and that their blood sugars were. 


not determined. My record of 17 patients with diabetes who 
had been there for treatment reveals that 12 developed diabetic 
coma and were taken as emergency cases to various hospitals 
after the coma had existed for some time. Of these 12 patients, 
5 died. Two deaths are known to other physicians, but details 
are not available at this time. 

These cases were reported to me by one physician who had 
4 patients, another who had treated 4, one who treated 2, and 
2 were my own patients. The remaining patients were treated 
individually by their own physicians. 

The mortality of 5 deaths in 12 cases of coma suggests that 
the patient probably held out against calling the family physi- 
cian, relying on the medicines they were taking and were in 
deep coma before they reached the hospitals; beyond the stage 
of favotable mortality rate. 

The treatment, according to my patients’ reports, consists in 
dietary advice, a box of tablets of unknown composition and 
the ingestion of a cider vinegar-like mixture with added ingre- 
dients. 

The patient pays $30 for a gallon of the liquid and a package 
of tablets. Neither of these that I have seen are labeled or 
their contents indicated. After the medicine is used up the 
patient is expected to return to the institute for another supply, 
since the medicine is not sent to the patient by mail or express, 
so far as I know. 


HIGHLIGHTS FROM LECTURES GIVEN, AS RECORDED BY A 
PATIENT WHO LATER DEVELOPED DIABETIC COMA 
LECTURE 


Clover or buckwheat honey is all you are allowed to take. 

Eat a little of everything every day. 

You are positively not allowed to eat grapes, watermelon, 
honeydew or cantaloupe. 

Eat all kinds of meat except bologna. Also eat all the vita- 
mins you can. 

Whisky is the best thing for diabetes. You can have a bottle 
of beer occasionally, as long as you don't drink half a dozen. 
Of course, you can overdo drinking. 

Acid burns the nerves and causes drowsiness. 

Diabetes is caused from shock 100 per cent. 

You can drink coca cola or root beer. The sugar is already 
boiled. 

Take it easy on the candy and pop. 

There are several things that we know are not good for 
diabetics. Among them are melons (watermelons, cantaloupes, 
honeydews, ete.) ; grapes or anything made from grapes (wine, 
jelly, etc.). 

Fresh fruits (apples, pears, peaches, etc.) are very acid and 
should be used sparingly by any diabetic. 


CORRESPONDENCE 
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Il. TYPEWRITTEN INSTRUCTIONS BROUGHT BACK 
BY ONE OF MY COMA PATIENTS 
Sweet potatoes are better for the diabetic than white potatoes. 
Fresh fruits (apples, pears, peaches, etc.) are very acid and 
should be used very sparingly by any diabetic. 
But among the things most diabetics have been taught to 
avoid, but which in many cases are beneficial are: 
Ice cream 
Cakes and pie 
~ Milk and cream 
All citrus fruits 
Honey (clover or buckwheat only) ; 
In fact most anything that is made with sugar that has been 
thoroughly cooked. 
Lots of lean beef. 


Meats, eggs and fresh vegetables should provide 90 per cent 
of the diet. In many cases the diabetics lose weight at the begin- 
ning of this treatment, which should cause them no alarm for 
they will gain again in a short time. If you think you are 
losing too rapidly, eat more and drink lots of milk. Even four 
meals per day if it is necessary. But try not to interrupt the 
treatment. Insulin patients are more apt to do this than the 
nonusers of insulin. 

If you will eat a little of many things you will not get enough 
of any one thing to do much damage. Try a little of each. 


Correspondence 


TREATMENT OF UREMIA 


To the Editor:—In view of the remarkable result obtained by 
Frank, Seligman and Fine by peritoneal irrigation in a case of 
anuria due to sulfathiazole (THE JourNnaL, March 16) it may 
be pointed out that lately comparable results have been obtained 
by Dr. W. J. Kolff with an artificial kidney. The first results 
which Kolff obtained with this artificial kidney were published 
in the Acta medica Scandinavica (117:121, 1944) and have been 
commented on in an editorial in THe JourNAL (May 26, 1945, 
p. 288). Kolff has followed up his experiments with the arti- 
ficial kidney and has now reported his later results in a thesis 
(Amsterdam, January 16, in the Dutch language). He empha- 
sizes that the construction of an efficient artificial kidney has 
been possible only since an efficient anticoagulant, heparin, and 
a good dialyzer consisting of a cellophane tube 23 mm. wide 
and 50 yards long have become available. A cellophane tube is 
wound spirally around a cylinder which consists of a wooden 
lattice work with a coat of lacquer. This cylinder rotates 
slowly, and the lowest part of the cylinder is submerged in a 
tank containing 70 to 100 liters of a solution of 0.6 per cent 
sodium chloride, 0.2 per cent sodium bicarbonate, 0.04 per cent 
potassium chloride and 1.5 to 2 per cent of glucose. A glass 
cannula is tied into a vein on the dorsum of the foot or in 
the forearm and a slow infusion of salt solution is started. Then 
another cannula is tied into the radial artery. Only then is the 
patient heparinized with 1,200 mg. of heparin or more. The 
glass cannula in the artery is connected by a rubber tube with 
a cellophane tube which acts as a dialyzer. As the cylinder is 
turning continuously the blood is transported through the cello- 
phane tube. After it has transmigrated through the whole 
length of the cellophane tube it is transported via another rubber 
tube in which a small pump has been built to the cannula, which 
has been tied in the vein. The cellophane tube is only partially 
filled with blood. Hereby a small amount of blood is spread 
over a large surface, which greatly increases the rate of dialysis. 
During the passage of the blood through the cellophane tube, 
large amounts of crystalloid substances of the blood are removed 
by dialysis. As in the ftuid against which the blood is dialyzed 
no calcium can be present because of the sodium bicarbonate 
content, calcium is also removed from the blood. It is there- 
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fore necessary to give one or two intravenous injections of 
calcium gluconate to the patient during the dialysis. 

The dialysis lasts ten to fourteen hours. After the dialysis 
is finished the cannula in the artery and vein are closed off and 
left in situ for twenty-four hours. Then the coagulation time 
of the blood has returned to normal and the cannulas can be 
removed. The salutary effect of the vividialysis in the artificial 
kidney is demonstrated by the amount of the urea which is 
removed from the blood during this period. The largest quan- 
tity of urea dialyzed out amounted to 260 Gm. Even in cases 
in which the. blood urea nitrogen before dialysis has risen to 
160 mg. per hundred cubic centimeters one dialysis is sufficient 
to reduce this value to 45 mg. per hundred cubic centimeters. 
At the same time the increased nonprotein nitrogen, uric acid, 
creatinine and indoxyl of the blood descend to nearly normal 
values, and the xanthoprotein reaction of the serum diminishes 
significantly. Clinical signs of uremia usually disappear within 
twenty-four hours. It is evident that the artificial kidney will 
have only a temporary effect in patients with chronic nephritis 
and uremia. However, in instances in which an individual 
with previously competent kidneys suddenly develops loss of 
renal function the artificial kidney may well have a life-saving 
action. Kolff cites 2 cases in which survival has at least partly 
been due to the purification of the blood in the artificial kidney: 


Case 1.—A man aged 52 who had suffered from dilatation of 
the heart and auricular fibrillation since 1938 came down with 
a pneumonia in 1944. He was treated with sulfamethylthiazole 
6 Gm. daily for two days. The temperature came down but 
rose again. There was evidently a relapse of the pneumonia, 
so that two weeks later he received 6 Gm. of sulfapyridine daily 
for two days. Thereafter anuria developed which lasted for 
four days. At that time there was a continuous hiccup and the 
blood urea had gone up to 103 mg. per hundred cubic centi- 
meters. In view of the dilatation of the heart and the auricular 
fibrillation no further examination was ordered, but the patient 
was immediately treated with vividialysis in the artificial kidney. 
During a period of fourteen hours 50.8 liters of blood passed 
through the apparatus and 52 Gm. of urea was removed. The 
blood urea nitrogen went down to 47 mg. per hundred cubic 
centimeters and the condition improved considerably. However, 
the diuresis did not start until two days later, when cystoscopy 
and lavage of both renal pelves were performed. Thereafter 
urinary secretion set in and complete cure ensued. 

Case 2.—A woman aged 67 was admitted with high fever, 
distension of the abdomen and a large inflammatory tumor 
around the gallbladder. There was slight jaundice and com- 
plete anuria. She evidently suffered from acute cholecystitis and 
pericholecystitis, which had led to a hepatorenal syndrome with 
shutdown of the kidney. On the eighth day of the anuria, cys- 
toscopy and lavage of the renal pelves were performed, which 
however was not followed by diuresis. On the next day the 
blood urea nitrogen was 184 mg. per hundred cubic centimeters. 
Potassium of the serum was 55 mg. per hundred cubic centi- 
meters and the carbon dioxide combining power 40 volumes per 
cent. The patient was comatose and could hardly be awakened 
by shouting. There was edema of the buttocks and legs. 

Vividialysis in the artificial kidney lasted for eleven and one- 
half hours, during which time 80 liters of blood passed through 
the apparatus and 60 Gm. of urea was removed. After the 
dialysis of the blood urea nitrogen had gone down to 57 mg. 
per hundred cubic centimeters and the potassium to 19 mg. per 
hundred cubic centimeters on the next day, uremic signs dis- 
appeared and the mental condition became completely normal. 
Diuresis gradually set in. 

Two months later the general condition was excellent. The 
urine contained only a trace of albumin, and the blood urea 
nitrogen was normal, 23 mg. per hundred cubic centimeters. 

- It seems certain that at least in the second case the artificial 
kidney acted as a life-saving device. 


Ismore SNAppER, M.D., 
Mount Sinai Hospital, 
New York. 


BUREAU OF LEGAL MEDICINE AND LEGISLATION 


1 A. M. A. 
ay 18, 1946 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Charitable Hospitals: Right of Nonprofessional 
Employees to Strike and Picket.—The plaintiff, Society of 
the New York Hospital, filed an action to restrain the New 
York Building and Construction Trades Council’s Maintenance 
Organization, A. F. of L., from causing any strike of the 
plaintiff's employees and from picketing in front of the plaintiff's 
hospital. The case was tried in the’ Supreme Court, special 
term, New York County. . 

The plaintiff is a public, charitable, nonprofit and nonsec- 
tarian corporation engaged in the operation and maintenance of 
a general hospital in the city of New York for the care and 
treatment of the sick and injured and for the advancement, 
through research and teaching, of preventive and curative medi- 
cine. In addition to its professional staff, the plaintiff employs 
approximately 2,500 persons, including employees working in the 
hospital’s power plant, elevator operators and maintenance men 
such as electricians, mechanics, plumbers, carpenters, painters and 
upholsterers. The hospital is wholly dependent on its power 
plant for electricity to light and heat its premises and to operate 
such equipment as oxygen tents, respirators, incubators, steril- 
izers and other instruments and machines recognized as essential 
to the proper operation of a hospital. On Nov. 19, 1945 about 
116 nonprofessional employees, including power plant workers, 
elevator operators and maintenance men, failed to report for 
work following a statement made two days previously by an 
officer of the defendant union to plaintiff's officers that some 
workers would not report on that day because conferences 
between plaintiff and defendants had apparently reached an 
impasse. These workers had not, at the time of the hearing, 
returned to their jobs, and their absence handicapped plaintiff 
in the performance of its functions. Also on November 19 
members of the defendant union and employees of the plaintiff 
picketed in front of plaintiff's hospital. The picketing was, 
however, discontinued late that day pursuant to a temporary 
restraining order. 

The Labor Law of New York (art. 20, sec. 700-715) provides 
for the creation of a Labor Relations Board. After defining 
the right of employees to organize and bargain collectively and 
prohibiting certain unfair labor practices by employers, it spe- 
cifically exempts from its terms the employees of charitable, 
educational or religious associations or corporations. The plain- 
tiff concedes that its employees have the right to organize for 
the purpose of collective bargaining, to attempt to bargin col- 
lectively with the plaintiff, and to assert and advertise their 
alleged grievances in any proper manner; it concedes that both 
the strike and the picketing performed by the defendant were 
entirely peaceful, unaccompanied by violence, misrepresentations, 
fraud or excesses of any kind; but it contends that the Labor 
Law, in excluding from its benefits the employees of charitable, 
educational or religious associations or corporations, sets forth 
a public policy removing them from the pale of legal protection 
and outlaws any strike or strike supporting activities by such 
employees. 

This raises, said the court, a very interesting question of 
statutory interpretation. Obviously, the legislature chose to 
single out the excepted categories for cogent reasons of public 
policy but there may well be charitable, educational or religious 
activities in which such interference would constitute a relatively 
minor or negligible nuisance. On the other hand, there are some 
occupations not excluded from the applicability of the Labor 
Law in which strikes and strike supporting activities might 
nevertheless be enjoined. It is the court’s duty in each case, 
the opinion continued, to determine the purposes and objectives 
which workers embraced in the exempt categories may lawfully 
attempt to achieve by striking. In so doing the court must 
weigh the public interest against that to be served by allowing 
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such workers to obtain fair treatment through the utilization of 
those economic weapons which are available to them. The right 
to strike has proved to be of proper potency to labor in our 
industrial history, but there are some contravening considera- 
tions which can be of even greater importance to the public 
interests as a whole. It is difficult to conceive of a public 
service of greater value than the maintenance of hospitals for 
the care of the sick and the injured, and it is almost impossible 
to conceive of such hospitals functioning properly if they are 
subject to interference by strikes or otherwise. Ministration to 
the sick cannot be delayed; surgical operations, as well as the 
routine care of those requiring medical attention, must be per- 
mitted to proceed at all times; the effective strength of medi- 
cines and serums must be preserved continuously under scientific 
conditions; the frantic immediacy required for the treatment of 
emergency cases cannot be suspended while awaiting the out- 
come of parleys between the hospital management and _ its 
employees over terms of labor. These elements imperatively 
command that the generally broad right to strike be enjoined 
or otherwise limited in such cases. <A strike by its employees 
which injuriously affects the essential functions of a hospital 
must therefore be held to be improper and inimical to public 
interest. No strike productive of such results can be permitted 
against a hospital which is supported by the public through 
voluntary contributions as well as through contributions made 
by the local government, and which is maintained for the benefit 
of the entire public, including those who cannot pay either in 
whole or in part the cost of their care and medical attention. 

It does not follow, however, that merely because the court 
will enjoin a strike it will also prohibit peaceful picketing. 
Labor’s right to picket has been developed by the courts follow- 
ing a strong tide of enlightened public opinion. In the case at 
bar the picketing was entirely peaceful and was conducted with- 
out violence or misrepresentation. It did, however, accompany 
a strike, the existence of which was well known to the members 
of other unions who would have to cross the picket line to 
deliver the hospital’s necessary supplies and who would inherently 
be averse to do so while the strike was in effect. Striking and 
picketing usually are concomitants in the public mind. Inas- 
much, said the court, as peaceful picketing has consistently been 
held to be an exercise of the constitutional right of freedom of 
speech, we do not feel that defendants should, at this time at 
least, be enjoined from picketing, provided, however, that the 
picketing be done in such form as will not deter persons having 
business or professional relations with the hospital from crossing 
the picket line, and provided, further, that such picketing does 
not otherwise interfere with the hospital’s functions. 

Accordingly the court ordered that a decree be submitted pro- 
hibiting strikes against the plaintiff but ‘permitting peaceful 
picketing not interfering with the hospital’s functions.—Society 
of New York Hospital v. Hanson, 59 N. Y. S. (2d) 91 (N. Y., 
1945) [interim injunction continued, 60 N. Y. S. (2d) 589 
(N. Y., 1945)]. 


Evidence: Conflict of Opinion Between Experts and 
Consulting Physician.—For some time prior to Sept. 28, 1945 
the claimant had been undergoing treatment for a retroverted 
uterus. On that day she suffered an accidental injury in the 
course of her employment with the Wright Aeronautical Cor- 
poration. At a subsequent hearing of her claim for workmen's 
compensation her physician testified that the accident aggra- 
vated her prior condition. Two physicians who testified as 
experts on behalf of her employer, however, said that there 
was no causal connection between her work and her condition 
on the 28th. The court of common pleas of New Jersey said 
that, when there is contradictory medical testimony, it is reason- 
able to give greater weight to the consulting physician’s testi- 


mony, especially where, as here, she was also the treating - 


physician and knew the claimant’s condition before the date of 
the accident. Accordingly the award of the Workmen’s Com- 
pensation Bureau in favor of the claimant was affirmed.— 
Schumacher v. Wright Aeronautical Corporation, 45 A. (2d) 
447 (N. J., 1946). 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
EXAMINING BOARDS IN SPECIALTIES 


Examinations of the National Board of Medical Examiners and the 
Examining Board in Specialties were published in THE JouRNAL, 
May 11, page 178. 

BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Montgomery, Jan, 21-23. Sec., Dr. B. F. Austin, 519 
Dexter Ave., 4, 

Arkansas: * Medical. Little Rock, June 6-7. Sec., Medical Board of 
the Arkansas ‘Medical Society, Dr. L. J. Kosminsky, Texarkana. Eclectic. 
Little Rock, June 6. Sec., Dr. C. H. Foung, 1415 Main St., Little Rock. 

CALIFORNIA: Examination. San Francisco, June 11-13. Sec., Dr. 
Frederick N. Scatena, 1020 N St., Sacramento 14. 

Cotoravo: * Endorsement. Denver, que 2. Final date for filing 
application is June 17. Sec., Dr. J. B. Davis, 831 Republic Bldg., 


Connecticut: * Medical. 9-10. Sec. to the Board, Dr. 
Creighton Barker, P. O. Box 8, New Haven. Homeopathic. Derby, 
July 9-10. Sec., Dr. Joseph a Evans, 1488 Chapel St., New Haven 

DELAWARE: Examination. July 9-11, Reciprocity. Dov 
July 16. Sec., Medical Council a pF a Dr. J. S. McDaniel, 29 
S. State St., Dover. 

District or CoLuMBIA: * 
Commission on Licensure, Dr, 


Washington, June 10, 
Washington. 


. Ruhland, 6150 


Sec 
0 E, Municipal Bide. 


Jacksonville, 


June 24-25. — Dr. Harold D. Van 
6. 


FLORIDA: 
Schaick, 2736 S.W. Seventh Ave., Miami 

Creme: Atlanta, Oct. 8-10. Sec., State Examining Boards, Mr. 

. Coleman, 111 State Capitol, Atlanta 3. 

‘Saou Honolulu, July 8-11. Sec., Dr. S. E. Doolittle, 881 S. Hotel 
St., Honolulu 53. 

naw: Boise, July Dir., Bureau of Occupational Licenses, Miss 
Agnes Barnhart, 355 Matt Capitol Bldg., Boise 

InpIANA: Examination, Indianapolis, June 1947. Exec. Sec., Board of 
Medical Repiareen, & Examination, Miss Ruth V. Kirk, 627 K. of P. 
Bidg., Indianapolis 4 


Kansas: Reciprocity. ronska June 6. Sec., Board of Medical Registra- 


ole & Examination, D Hassig, 905 N. Seventh St., Kamsas 
ity 10. 

Maine: Augusta, July 2-3. Sec., Board of poarenon of Medicine, 
Dr. Adam TR eighton, 192 State St., Portlan 

MARYLAND: Homeopathic. Baltimore, June 18 we. 
Evans, 612 W. 40th St., Baltimore. Medical. Baltimore, Dec. 10-13. 
Sec., Dr. J. T. O'Mara, 1215 Cathedral St., Baltimore. 

Massacuusetts: Boston, July 9-12. Sec., Board of 2° ees in 


Medicine, Dr. H. Q. Gallupe, 413-F State House, Boston 


MicuitGan: * Lansing, Oct. 9-11. Sec., Board of Regintsation in Med- 
icine, Dr. J. E. McIntyre, 100 W. Allegan St., Lansing 8. 


Minnesota: * Minneapolis, e- 18- -20, Sec., Dr. J. "F. Du Bois, 230 
Lowry Medical Arts Bldg., St. Paul 2 


Misstsstprt: June. Asst. Sec., State Board of Health, Dr. 
Whitfield, Jackson 113. 


New Jersey: Seana, June 18-19. Sec., Dr. E. S. Hallinger, 28 W. 
State St., Trento 


New York: ‘Aiiihine, Buffalo, New York and Syracuse, June 24-27. 
Sec., Dr. Jacob L. Lochner, Education Bldg., Albany, 


Nortu Dakota: Grand Forks, July 2-5. Sec., Dr. G. M. Williamson, 
4¥% §S. Third St., Grand Forks. 


Orecon:* Special Examination May 22-24. Final date for filing appli- 


R. N. 


cation is May 8. Examination. Portland, July 24-26, Exec. Sec., Miss 
Lorienne M. Conlee, 608 Failing Bldg., Portland 4. 
Sourn Carotina: Columbia, June 24-26. Sec., Dr. N. B. Heyward, 


1329 Blanding St., 


Soutn Daxora:* Pierre, July 16-17. Sec., Medical Licensure, State 
Board of Health, Dr. Gilbert Cottam, Capitol "Bidg., Pierre. 


hag alls 2. June 11-13. Sec., Dr. T. J. Crowe, 918-20 Texas Bank 
Bldg., 


Miss Nell i Olym 


Wisconsin:* June 25.27. Sec., Dr. C. A. Dawson, River Falls. 
Wrominc: Cheyenne, June 3-4. Sec., Dr. G. M. Anderson, Cheyenne. 
* Basic Science Certificate required. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Cotoravo: Denver, June 5-6. Sec., Dr. Esther B. Starks, 1459 Ogden 
St., Denver. 
Connecticut: June 8. 


Columbia. 


Sec., Department of Licenses, 


Address State Board of Healing Arts, 250 
0. 


Church St., New Haven 
: G feooeilie, june 4. Final date for filing application is 
“a e “Dr. F. Conn, John B. Stetson University, DeLand 
Iowa: 


Buatteatlon, Des Moines, July 9. Sec., Division of Licensure 
& Registration, Mr. H. W. Grefe, Capitol Bidg., Des Moines 19, 

Minnesota: Examination. Minneapolis, June 4-5. Sec., Dr. Raymond 
N. Bieter, 126 Millard Hall, Univ. of Minnesota, Minneapolis 14 

Orecon: Portland, July 6. Sec., Mr. C. D. Byrne, Univ. of Oregon, 
Eugene. 

Souem Daxota: Probably Aberdeen, June 7-8. Sec., Dr. G. M. Evans, 
Yankton 

Tenwesses: Examination, Memphis, June 13-14. oO. W. 
Hyman, 874 Union Ave., Memphis. 

Wisconsin: Examination. Milwaukee, June 1, Sec., Prof. R. N, Bauer, 
152 W. Wisconsin Ave., Milwaukee 


Sec., Dr, 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1936 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Journal of Clinical Pathology, Baltimore 
16:1-62 (Jan.) 1946 


Comparative Cytology of Wright’s Stained Smears and Histologic Sec- 
tions in Multiple Myeloma. L. A. Erf and P. A. Herbut.—p. 1. 
Lipoblastic and Megakaryocytoid Multiple Myeloma. P, A. Herbut and 
Erf.— 


3. 
Giant Follicular Lymphoblastoma. S. E. Cohen and V. W. Bergstrom. 


Use - Pectin and Gelatin in Processing of Plasma in Blood Bank. 
M. G. Levine and R. E. Hoyt.—p. 4 

Problems in Blood Grouping in Relation to Transfusion. L. J. Unger, 
A. S. Wiener and Eve B. Sonn.—p. 45. 

Resistance of Erythrocytes to Hemolysis in Jaundice. H. Cohen.—p. 49. 

Photoelectric Erythrocyte Count: II. Clinical Application. L. L. Blum. 
55. 


American Journal of Diseases of Children, Chicago 
71:1-112 (Jan.) 1946 


*Mumps: Use of Convalescent Serum in Treatment and Prophylaxis of 

Orchitis. A. C. Rambar.—p. 

Pathogenesis of Congenital Hemolytic Disease (Erythroblastosis Fetalis): 

I. Theoretical Consideration. A. S. Wiener.—p. 14. 
*Id. IL. Illustrative Case Histories of Rh Sensitization. 

and Eve B. Sonn.—p. 25. 

Sucking Response of Newly Born Babies at Breast: Study of 50 Cases. 

Mildred A. Norval.—p. 41. 

Kaposi’s Varicelliform Eruption: Studies on Etiology. W. A. Jaquette 

Jr., J. H. Convey and D. M. Pillsbury.—p. 45. 

Mumps Convalescent Serum for Orchitis.—An epidemic 
of mumps during the winter of 1945 in a specialized school of 
the Navy provided the material for this study by Rambar. 
From March 1 to July 1, 1945, 249 men were admitted to the 
hospital with mumps. Pooled serum was made from various 
groups of these patients, blood being drawn three to six weeks 
after recovery. Orchitis developed in 61, or 24.5 per cent, of 
the 249 men. In 86, to whom 40 cc. of mumps convalescent 
serum was given intravenously on admission, orchitis developed 
in 14, or 16.27 per cent. In 163 controls, orchitis developed in 
47, or 28.83 per cent. These figures are significant. There 
was manifest encephalitis in 40 of the 249 patients, no difference 
being noted between the serum-treated patients and the control 
groups. In 15 instances, orchitis and encephalitis occurred 
together. Thus 86, or 35.3 per cent, of the 249 patients had 
orchitis, encephalitis or both. Convalescent serum and pooled 
plasma were used in the treatment of orchitis. Sixteen of the 
26 treated patients had fever three days or less, the temperature 
of all of them dropping by crisis, as compared with a group of 
30 control patients, in 10 of whom the fever lasted three days 
or less, while the temperature dropped “by crisis in only 7. 
Since the total number of days of fever in the treated group 
averaged 4.52 as compared with 5.4 in the controls, the value 
of serum or plasma as a therapeutic procedure cannot be 
definitely demonstrated. 

Rh Sensitization.—W iener and Sonn present 11 illustrative 
case histories in which sensitization to the Rh factor was the 
cause of congenital hemolytic disease. They stress that the 
Hr test is a valuable aid in determining the homozygosity or 
heterozygosity of type Rh: When the Hr test is negative, the 
person is homozygous (either genotype RhiRh:i or genotype 
Rh, Rh’), while if the Hr test is positive, he is almost surely 
heterozygous. If a man is homozygous for the Rh factor and 
his wife’s serum contains Rh blocking antibodies, the prognosis 
for future pregnancies is virtually hopeless. In the presence of 
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Rh sensitization, transfusions of plasma should be given instead 
of transfusions of blood unless Rh negative donors are available. 
Even a small intramuscular injection of Rh positive blood may 
be sufficient to sensitize an Rh negative woman. The injection 
of a potent antigen may prevent a person from becoming sen- 
sitized to a weaker antigen to which the person is exposed 
simultaneously. For example, the injection of typhoid or 
pertussis vaccine during pregnancy may be worth while in the 
case of Rh negative patients with sisters who have had erythro- 
blastotic infants. Once sensitization has developed, however, 
counterimmunization does. not affect the sensitization. That 
univalent antibodies (blockers) are more important than 
bivalent antibodies (agglutinins) in the pathogenesis of con- 
genital hemolytic disease is proved by the ease with which the 
former can be demonstrated in the serum of erythroblastotic 
infants in the absence of agglutinins. This accounts for the 
lack of correlation between the isoagglutinin titer of the 
maternal serum and the severity of the hemolytic process in 
the infant. In the transfusion therapy of congenital hemolytic 
disease the washed red cells of the mother can be used because 
a newborn infant’s serum never contains antibodies capable of 
reacting with the maternal red cells. A high hemoglobin con- 
centration in an infant with hemolytic disease may mean that 
the disease process is mild, but frequently in such cases 


kernicterus or manifestations develop and the 
infants die. 


American J. Obstetrics and Gynecology, St. Louis 
51:151-298 (Feb.) 1946. Partial Index 


Dermoid Cysts of Ovary: Their Clinical and Pathologic Significance. 
W. J. Blackwell, M. B. Dockerty, J. C. Masson and R. D. Mussey. 
—p. 151. 

Obstetrician’s Responsibility for Hazards of First Few Days of Life, 
with Special Reference to Anoxia and Prematurity. A. C. Beck. 
—p. 173. 

Studies of Surgical Morbidity: II. Effect of Prostigmine on Urinary 
Tract in Gynecologic Surgery.—p. 184. 

Cyclic Variations in Viscosity of Cervical Mucus and Its Correlation 
with Amount of Secretion and Basal Temperature. Ellenmae Vier- 
giver and W. T. Pommerenke.—p. 192. 

Tubal Sterilization. R. van Dyck Knight.—p. 201. 

*Early Controlled Ambulation in Puerperium. W. F. Guerriero.—p, 210. 

Anesthetic Management of Patients with Respiratory Paralysis Requiring 
Laparotomy. E. A. Rovenstine and H. Strauss.—p. 213. 

Pregnancy in Cases of Pituitary Dwarfism. G. Speck.—p. 217. 

*Etiology © gs Treatment of Heartburn of Pregnancy. H. M. Wiley. 

Reathes Use of Stilbestrol for Engorgement and Lactation in Non- 
Nursing Mothers. S. Lubin.—p. 225. 

Penicillin in Obstetrics: Preliminary Survey. 
Cravotta.—p. 230. 

Presacral Sympathectomy for Intractable Functional Uterine Pain. E. G. 
Waters.—p. 235. 

Initial Fetal Atelectasis. H. J. Zettelman.—p. 241. 

Neoplasms in Apparently Normal Ovaries. T. Cianfrani.—p. 246. 

Theca Cell Cystoma of Ovary. J. G. Sharnoff and J. R. Lisa.—p. 253. 

Hydradenoma and Hydradenoid Carcinoma of Vulva. G. R. Lacy Jr. 
—p. 268. 

Extensive Varix of Vulva and Vagina in Full Term Pregnancy: Delivery 
by Cesarean Section. S. S. Adler.—p. 272. 


Early Controlled Ambulation in Puerperium.—Guerriero 
says that a system of early discharge of the puerperal patient 
from the third to the fifth day under controlled ambulation was 
instituted in 1940. There was a careful daily follow-up in the 
homes by the nursing service of the Maternal and Child Health 
Division of the City Board of Health of New Orleans. The 
initial survey of 2,926 of these patients revealed the fact that 
only 30 developed immediate puerperal complications. These 
were in the nature of 2 patients with endometritis, 2 with mild 
pyelonephritis and 26 with engorgement of the breast and/or 
fissured or cracked nipples. Postpartum examination of these 
patients at six weeks revealed that the general recovery rate 
was better in comparison with patients who remained non- 
ambulatory in the hospital. Relaxations and/or uterine prolapse, 
malpositions of the uterus and subinvolution of the uterus were 
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* present in a smaller number than in nonambulatory patients. 


A further detailed study of 323 private patients was undertaken 
in order to assay the advantages or disadvantages in a class of 
patients usually seen in private practice. The author concludes 
that early controlled ambulation offers advantages to the 
obstetric patient without imposing disadvantages. 
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Heartburn of Pregnancy.—Normally the emptying time 
of the stomach is about two hours, whereas in pregnancy this 
time may be doubled. Twenty pregnant women complaining 
of heartburn were given a supply of neostigmine bromide tablets 
(15 mg. each) and instructed to take one as soon as the symp- 
tom appeared. Fifteen of the 20 patients reported complete 
relief within fifteen minutes after taking one tablet. If the 
symptom recurred (as it often did each day), another tablet 
of neostigmine bromide gave similar prompt relief. Two 
patients reported partial relief, 2 obtained no benefit at all and 
in 1 case the results were inconclusive. 


American Journal of Pathology, Ann Arbor, Mich. 


22:1-234 (Jan.) 1946 

Paget’s Disease of Nipple, with Special Reference to Changes in Ducts. 
K. Inglis 

Chronic Granulomatous Disease of Swine with Striking Resemblance 

to Hodgkin’s Disease. W. D. Forbus and C. L. Davis.—p. 35. 

*Fat Embolism. S. Warren.—p. 69. 

Growth of Rickettsiae of Tsutsugamushi Fever on Chorioallantoic Mem- 

brane of Developing Chick Embryo. H. L. Hamilton. —p. 89. 

Lesions of Skeletal Muscles in Rheumatoid Arthritis: Nodular Poly- 

myositis. G. Steiner, H. A, Freund, B. Leichtentritt and M. E. Maun. 

03. 


*Hydrogen Sulfide Poisoning: Report of 2 Cases, 1 with Fatal Outcome, 
rom Associated Mechanical Asphyxia. A. W. Freireich.—p. 147. 
Hyperplasia of Adrenal Cortex Associated with Bilateral Testicular 

umors. ohen.—p. 157. 
Studies on Ameboid Motion and Secretion of Motor End Plates: VII. 

Experimental Pathology of Secretory Mechanism of Motor End Plates 
in Thermal Shock. . J. Carey, L. C. Massopust, W. Zeit and 

E. Haushalter.—p. 175, 

Fat Embolism.—Warren reviewed 100 consecutive cases of 
fat embolism from the files of the Army Institute of Pathology. 
Ninety-one cases were due to trauma with fracture of one or 
more bones, 4 cases were due to blast injury without fracture, 
3 to burns and 1 each to pressure asphyxia without fracture 
and to trauma from shell fragments. Fat embolism produced 
instant death (peracute form) in 9, death following symptoms 
of immediate origin (acute form) in 17 or death following 
symptoms developing after a free period (subacute form) in 58 
cases. The occurrence of fat embolism is apparently inde- 
pendent of the nutritional state. A free period in which the 
patient may be apprehensive may precede the development of 
symptoms. Fat embolism may be recognized clinically by the 
development of pulmonary or cerebral symptoms following 
(a) a fracture or extensive injury of soft parts or (>) manipu- 
lation of a fracture. After some time, lipuria or fat droplets 
in the sputum may aid in establishing the diagnosis. Although 
renal fat embolism may be severe, renal failure is not a cause 
of death. Fat embolism may be missed as a cause of death 
unless it is searched for consistently. In necropsy material the 
presence of fat may be checked by watching for vacuoles in 
the glomerular tufts or in the lung parenchyma in routine 
sections. Therapy is usually unavailing and is best directed 
toward the prevention of anoxia. 


Hydrogen Sulfide Poisoning.—Freireich reports 2 cases 
of hydrogen sulfide poisoning, 1 with fatal outcome, as a result 
of cleaning a cesspool to which concentrated sulfuric acid had 
been added. The author urges that heaith agencies and the 
public should be warned of the dangers of such procedures. 


American Journal of Public Health, New York 


36: 101-208 (Feb.) 1946 


The Rh Factor, Vitamin K and Rubella Virus in Relation to Infant 
Mortality and Morbidity. Edith L. Potter.—p. 101. 

Tuberculosis Case Finding with Mobile Photoroentgenographic Unit in 
Sumner County, Tenn. R, B, Turnbull, W. B. Farris and Mildred 
Patterson.—p. 110 

Control of Typhus in Italy, 1943-1944, by Use of DDT. C. M. Wheeler. 
—p. 119. 

Immunologic Studies on og of Influenza in Iceland. B. Sigurdsson 
and QO. Bjarnason.—p. 

Public Health Field B. G. 135. 

Public Health Nursing Field Experience. Mildred L, Tuttle.—p, 141, 

Restaurant Sanitation in South Pacific. K. D. Larstn.—p. 147. 

Survey of Blood Plasma Levels of Vitamin A, Carotene, Ph dale Acid 
and Tocopherols of Persons in Area of Endemic Malnutrition. P. L. 
Harris, K. C. D. Hickman, J. L. Jensen and T. D. Spies.—p. 155. 

Permanent Program for Typhus Fever Control in Memphis, Tenn. J. C. 
Beall.—p. 161. 

Outbreak of Infectious Hepatitis, rsaaenes Milk Borne. W. J. Murphy, 
L. M. Petrie and S. D, Work Jr.—p. 


Horning.—p. 
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Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
55: 1-124 (Jan.) 1946 

Roentgenologic Findings in Lungs of Victims of Cocoanut Grove Disaster. 
M. Finland, M. Ritvo, C. S. Davidson and S. M. Levenson.—p. 1. 

or Changes in Carbon Tetrachloride Poisoning. C. M. Thomp- 
son,.— 

Fistula Through Esophageal Diverticulum. 
med an . Zimmerman.— 

True Pericardial Diverticulum : 
Removal. M. L. Mazer.—p. 27. 

Rickets and Infantile Scurvy Occurring in Case of Osteogenesis Imper- 
fecta. R. S. Bromer.—p. 30. 

Generalized Leontiasis Ossea. L. H. Garland.—p. 37. 

Histologic Effects of Radiophosphorus on Normal and 
Mice. W. S. Graff, K. G. Scott and J. H. Lawrence.—p. 

Studies on Effects of Radioactive Sodium and of “te Mary ‘Rays on 
Normal and Leukemic Mice. T. C. Evans and Edith H. Quimby. 


A. Mela- 


20. 
Report of Case, with Safe Operative 


Analysis of Physical Factors Controlling Diagnostic Quality of Roentgen 
Images: Part III. Contrast and Intensity Distribution Function of 
Roentgen Image. R. H. Morgan.—p. 67. 

Pulmonary Changes in Carbon Tetrachloride Poison- 
ing.—Thompson treated 20 patients for carbon tetrachloride 
poisoning occurring on a submarine. Four were severely ill, 
presenting a typical toxic nephrotic syndrome evidenced by 
puffiness and swelling of the soft tissues of the face, hands 
and feet. They had retention of nitrogenous waste products 
in the blood stream and evidence of kidney damage. One of 
the 4 pateints died. The clinical course in each case and the 
necropsy observations in the fatal case were consistent with 
those described in the literature. Pulmonary roentgenographic 
changes were discovered late in the course of the disease. The 
changes varied from consolidation of all five lobes to mild 
increase in all lung markings. In 1 case there was a change 
in the configuration of the cardiac silhouette between examina- 
tions. Only the fatal case manifested symptoms and physical 
manifestations of organic change in the lung fields. In the other 
3 cases the predominating symptoms were gastrointestinal fol- 
lowed by renal failure. The amount of change on the roentgeno- 
grams of the chest was directly proportional to the severity of 
the clinical illness. Perhaps pulmonary x-ray changes may be 
used as criteria in the prognosis and morbidity of cases of 
carbon tetrachloride poisoning. 


American Journal of Surgery, New York 
71: 167-302 (Feb.) 1946 


Urinary Incontinence: Special Reference to Certain Factors Which Are 
Necessary in Cure of This Condition. I. F. Frost.—p. 172 

Essential Hypertension: Examination of Its Mechanism in Relation to 
Surgical Treatment. R. C. Shaw.—p. 181. 

Bronchiectasis and Its Surgical Considerations, 
R. D. Duncan.—p. 197. 

Evaluation of Treatment of Cancer of Breast: 
fication. C. S. White.—p. 205. 

Benign Tumors ot Vulva. L. R. Weinshel.—p. 210. 

Treatment of es Fracture of Spine: Report of 160 Cases at 
Fordham Hospital. W. Boorstein.—p. 216. 

March (Fatigue) ices otf sane Bones of Lower Extremity and 


H. L. Skinner 


Suggestion for Its Modi- 


Pelvis. A. L. Leveton.—p. 222. 
Penicillin Therapy as Adjunct to Genitourinary Surgery: Report of 
11 Cases. C. P. Mathé.—p. 233. 


Critically Burned Patient. J. C. Urkov.—p. 242. 
of Blood-Kaolin-Penicillin Paste of Varicose and 

Torpid Leg Ulcers. E. J. Orbach.—p. 

Blood-Kaolin-Penicillin Paste pit Leg Ulcers.—Con- 
sidering the requirement of ambulatory treatment of varicose 
ulcers, Orbach ddopted a simple and time saving method 
whereby the patient's blood, or group O from a blood bank, if 
available, was mixed with equal parts of kaolin. To this 
mixture 0.5 cc. of penicillin standard solution (5,000 units per 
cubic centimeter) was added to 10 cc. of paste. The paste was 
applied to the ulcer and covered with a sheet of gauze. A thick 
layer of talcum powder was spread over the gauze, and the 
entire leg was encased in an Unna’s paste boot or an elastoplast 
bandage. The bandage was changed every five to eight days, 
and the patient was kept ambulatory if possible. The author 
used this method in 19 cases of varicose and trophic leg ulcers 
with and without chronic eczema. In 2 cases the paste failed 
to effect a cure. Superficial and deep ulcerations were benefited 
by the blood paste, whereas chronic varicose eczema became 
aggravated. Stimulation of granulations, promotion of epithe- 
lization, reduction of infection and a pain relieving effect on 
irritable ulcers were evident. The paste may be considered 
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to be a valuable adjunct in the treatment of varicose ulcers. 
It seems to exert a nutritional and protective effect on the 
ulcerations. In the therapy, however, the reduction of the 
venous backflow by ligation, sclerotherapy and supportive 
bandages must not be neglected. 


m. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
30:1-98 (Jan.) 1946 


Gonococei¢ Urethritis in Human Vi J. F. Mahoney, 


J. Van Slyke, J. C. Cutler and H. L. Blun 
Cardiolipin Antigens in Serodiagnosis of Syphilis: Microflocculation 
Slide Test. R Rein and H. N. Bossak.—p. 


Relative Prophylactic Effectiveness Against Syphilis ‘of Ointments Con- 
taining Calomel in Different Particle. Size. W. L. Fleming and 
Mary H. Wolf.—p. 47. 

Congenital Syphilis: Report of Possible Third Generation Syphilis 7 
Fatal Spontaneous Cerebral Hemorrhage. L. J. Underwood.—p. 

Syphilitic Vascular or Cardiovascular Disease Occurring im Early Saul 
Life Following Acquired Syphilitic Infection. I. L. Schamberg.—p. 58. 

Studies on Liver Function: II. Value of Laboratory Tests in Pre- 
vention of Arsenical Toxicity, with Report of 2 Unusual Cases of 
Encephalopathy. E. Hinds and F, Kalz.—p. 70. 

Relative Efficacy of Three Treatment Routines for Gonorrheal Urethritis 
in Adult Male. A. Gelperin and T, Coleman.—p. 


Experimental Gonococcic Urethritis in ‘ei Volun- 
teers.—The study was carried out on 241 human volunteers in 
the penitentiary at Terre Haute, Ind. The most effective method 
of conveying infection to volunteers was found to be the direct 
transference of secretions from the infected patient to the urethra 
of normal volunteers. This mode of transmission was not con- 
sidered adaptable for the study because neither the supply, the 
bacterial content nor the biologic properties of the inoculum 
could be controlled adequately. All patients who developed 


experimental disease and who were subsequently treated with 


penicillin attained clinical and bacteriologic cure. All patients 


infected with sulfonamide susceptible strains attained clinical 


and bacteriologic cures as a result of one treatment course of 
a sulfonamide. With 1 exception all patiénts infected with a 
strain of organisms considered to be sulfonamide resistant failed 
to attain clinical cure as a result of sulfonamide therapy. There 
Was no instance of a persistent carrier state noted following 
experimental infection and subsequent therapy. There was a 
significantly lower rate of experimental infections in patients 
with a history of previous gonorrheal infection. 


Annals of Surgery, Philadelphia 
123:1-160 (Jan.) 1946 


Delayed Internal Fixation of Compound Battle Fractures in Mediter- 
ranean Theater of Operations: Follow-Up Study in Zone of Interior. 
O. P. Hampton Jr.—p. 

Incidence of Complications in Use of Transfixion Pins and Wires for 
Skeletal Traction. C. K. Kirby and W. T. Fitts Jr.—p. 27. 
Abdominal Surgery = Evacuation Hospital. B. Bradford Jr., 

Battle Jr. and S. Pasachoff.—p, 32. 

Chemotherapy in Attn Surgery of Abdomen, P. R. Imes.—p. 44. 

Lung Abscess Complicating Penetrating Wounds of Chest. T. T. Jacobs 
and J. Burke.—p. 48. 

Operative Treatment of Decubitus Ulcer. 
linger and T. P. Shearer.—p. 53. 

Role of Chemotherapy in Wounds and Surgical Infections: Clinical and 
Bacteriologic Studies. D. Ackman and F. Smith.—p. 

Pain in Men Wounded in Battle. H. K. Beecher.—p. 96. 


L. H. 


E. J. Croce, R. N. Schul- 


ae (Mesenteric Pouch) Hernia: Case Report. I. S. Ravdin 

J. Hodes.—p. 106 

Cyutie ‘Socios of Liver: Report of Case. O. T. Clagett and W. J. 
Hawkins.—p. 111. 


*Congenital Cystic Dilatation of Common Bile Duct: Follow-Up on 
Previously Reported Case ¥y Report of Additional Case. T. 
Shallow, S. A. Eger and F. Wagner Jr.—p. 119. 

Traumatic Rupture of the Galaer Case Reports and Notes on 
Choleperitoneum. M. Norgore.—p, 12 

Sarcoma Complicating Paget’s Disease “‘e Bone. 
C. L. Pressley.—p. 135. 

Extradural Spinal Hemmorrhage. 


T. J. Summey and 


A. Ver Brugghen.—p. 154. 


Congenital Cystic Dilatation of Common Bile Duct.— 
In both cases of congenital cystic dilatation of the common bile 
duct observed by Shallow and his associates the lesion was 
suspected before the operation. The diagnostic triad tumor, 
jaundice and pain was present in 1 case, but pain was absent in 
the other. The 5,800 cc. of cyst fluid observed in the second 
case represents the largest amount recorded in an undisputed 
case. The safest treatment, and the one recommended for 
general employment, is primary anastomosis of the cyst to the 
duodenum. This procedure was successfully performed in case 2. 
Extirpation of the cyst followed by primary anastomosis of the 
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remainder of the biliary duct system to the duodenum may be 
attempted if the lesion is suspected preoperatively, the patient a 
good operative risk, the cyst large, and infection minimal or 
absent. The feasibility of this procedure is demonstrated in the 


first patient, who is entirely well three years and eight months 
postoperatively. 


Archives of Dermatology and Syphilology, Chicago 
53:1-78 (Jan.) 1946 

Reactions of Hemopoietic System to Agents Used in Treatment of Der- 

matoses: Effects of Low Voltage Roentgen Ray Therapy. F. Pascher 

and B. Kanee.—p. 1. 

Incidence of Dermatoses in Office Practice in Hawaii. 
Recurrent, Fixed Erysipelas-like Dermatophytid. M. Waisman.—p. 10. 
Use of Sulfated Oil for Cleansing External Auditory Canal. R. P. 

Little.—p. 19. 

Tyrothricin in Cutaneous Infections. H. E. Anderson,—p. 20. 

Oxophenarsine Hydrochloride in Treatment of Lupus Erythematosus, 
A. B. Hyman.—p. 2 

Localized Sensitivity 

McGuire.—p. 
*Treatment of Dermatophytosis and “eg ee with Formaldehyde 

and Cupric Sulfate lontophoresis. E, D. Freis.—p. 34. 

Diffusion of Water Through — _Plantar, Pubute and Torsal Human 

Skin and Through Toe Nails. E. Burch and T. Winsor.—p. 39. 
*Adrenal Glands in Pemphigus Vulgaris: Report of Case. J. W. Gold- 

zieher.—p. 42. 

Formaldehyde and Cupric Sulfate Iontophoresis.—F reis 
employed the method of formaldehyde iontophoresis in the treat- 
ment of 85 patients with epidermophytosis of all grades of 
severity. The therapeutic response in patients whose disease 
was of moderate severity was prompt and effective. The solu- 
tion proved to be too caustic to be used in severe infections with 
denuded surfaces. Fourteen patients with uncomplicated hyper- 
hidrosis were treated with three daily treatments of solution of 
formaldehyde by iontophoresis, with resulting complete remis- 
sion of symptoms for approximately one month. Thirty-five 
patients with dermatophytosis were treated with cupric sulfate 
solution by iontophoresis. The therapeutic response was good 
in cases in which the severity of the disease was moderate, but 
more treatments were required to effect a remission than with 
the use of formaldehyde. Cupric sulfate was well tolerated in 
cases of acute severe lesions exhibiting denuded surfaces. The 
results of treatment were good. lontophoresis was successful 
in the treatment of severe chronic phytid reactions when other 
methods of therapy had failed. Treatment should be applied to 
the phytid lesions as well as to the feet. Serious toxic reactions 
were not encountered. Judicious use of formaldehyde and cupric 
sulfate iontophoresis produces a prompt clinical remission of 
dermatophytosis in 75 per cent of cases. 

The Adrenals in Pemphigus Vulgaris.—A woman aged 
34 who had pemphigus vulgaris showed good response during 
a period of therapy with adrenal cortex extract but died after 
the treatment was discontinued. Necropsy revealed a congenital 
malformation of the left adrenal gland and extensive destruction 
of the right gland. The pathologic process was similar to that 
described in a previous publication. Goldzieher assumes that 
there was congenital malformation of the left adrenal gland, 
which was represented only by some scattered nodules of corti- 
cal tissue which were highly inadequate from the functional 
point of view. On the right side the major portion of the gland 
had been destroyed by a thrombosis of not too recent date. The 
peripheral tissue showed both acute and chronic degenerative 
changes, with fibrosis and some evidence of nodular regenera- 
tion. Judging from the histoiogic picture there was really no 
functional cortex left; the medulla had been entirely destroyed. 


H. L. Arnold Jr. 


to Crude Penicillin: Report of Case. J. A, 


Archives of Neurology and Psychiatry, Chicago 
55:1-78 (Jan.) 1946 


*Histopathologic Effect of Anoxia on Central Nervous System. L. R. 

Morrison.—p. 

Neurologic Manifestations Associated with Malaria in Ducks: 
pathologic Study. D. E. Fletcher and R. H. Rigdon.—p. 
Nystagmus: Apprgisal and Classification. R. N. DeJong.—p. 43. 
Onset of Guillain-Barré Syndrome amie | Exposure to Mustard Gas, 

J. G. Chusid and G, H. Marquardt.—p. 

Histopathologic Effect of re on Central Nervous 
System.—Morrison exposed 25 dogs daily to atmospheres of 
low oxygen concentration at the pressure of sea level and 10) 
monkeys were similarly exposed in a decompression chamber. 
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The oxygen content of the arterial blood was measured in the 
dogs. Microscopic studies were made on the central nervous 
systems of all the animals and on the adrenal glands of the 
dogs. The degree and duration of anoxia were important. It 
was found that a single sudden exposure to a simulated altitude 
of 32,000 feet (10,000 meters) for twenty-five minutes was capa- 
ble of producing extensive laminar necrosis in the cortex of 
the monkey. With repeated exposures to mild hypoxia it was 
observed that the first histologic changes occurred in the cell 
bodies of the cortical gray matter. This took place at a level 
of about 12 or 13 volumes per cent of oxygen in the blood if 
the exposures were long enough and were repeated often enough. 
When the proportion of oxygen was reduced still lower, to 
about 10 volumes per cent, and the number of exposures was 
increased, the white matter also became involved and presented 
a pattern of demyelination in the corpus callosum, the centrum 
semiovale and the adjacent fibers of subcortical white matter, 
which, in the cases of more severe anoxia, suggested a resem- 
blance to Schilder’s disease. Aside from the lesion of the white 
matter, frank necrosis was usually found to occur only after 
episodes of anoxia sufficiently severe to produce cessation of 
respiration. The frontal lobe was not often involved and the 
temporal lobe least often. The cerebellum was more frequently 
affected than the basal ganglions, and the spinal cord and 
medulla were unaffected by any degree of anoxia compatible 
with life. An oxygen level of 4 or 4.5 volumes per cent was 
about as low as a dog could tolerate. Respirations quickly 
ceased below that level. The adrenal glands showed increased 
cortical activity. 


Archives of Otolaryngology, Chicago 
43:1-92 (Jan. 1946 


Irradiation of Eustachian Tube: Anatomic, Physical and Clinical Study 
of Treatment for “aga Otitis Media Applied to Aero-Otitis. 
E. P. Fowler Jr.—p. 

Clinical Use of petals in Infections of Ears, Nose and Throat. 
A. T. Smith.—p. 12. 

Transtubal Instillation of Penicillin in 
Weiss.—p. 

Penicillin in Otolaryngologic Practice. I. Berger.—p. 19, 

Laryngeal Neurosis Incident to Military Service. B. Riseman and W. J. 
Aagesen:—p. 22 

*Evaluation of Lempert Fenestra Nov-Ovalis Operation in Treatment of 
Otosclerosis: Report on 36 — Who Were Selected for This 
Operation. S. D, Greenfield.—p. 

Tissue Changes Produced in Nasal aR Membrane of Normal Mice 
by on. Local ee of Some Solutions Containing 


Acute Otitis Media. J. A. 


Sulfonamide Compounds. F. T. Callomon.—p. 31. 
Histologic Observations on eal of Labyrinthine Fistulas in Monkeys. 
J. R. Lindsay.—p. 37 
“Bronchoscopy as Aid in Diagnosis and Treatment of Allergic Pulmonary 
W. A. Lell.—p. 49. 
Clinical Results in a Treated by Intranasal Ethmoidectomy. 
F. Dixon.—p. 59. 


Modification of Extralaryngeal Approach to Arytenoidectomy for Bilateral 
Abductor Paralysis. De Graaf Woodman.—p. 63. 

Surgical Treatment of Chronic Frontal Sinusitis. 

Allergy. E. L. MacQuiddy and R, E. King.—p. 73. 


Lempert’s Fenestra Nov-Ovalis Operation in Otoscle- 
rosis.—Greenfield reports the results of the Lempert fenestra 
nov-Ovalis operation in 36 selected cases. The author concludes 
that this operation is the only form of treatment for the 
restoration of hearing in patients with otosclerosis. The patients 
most suitable for operation are those with the purely conductive 
type of deafness without evidence of nerve involvement. 

Bronchoscopy in Diagnosis of Allergic Pulmonary 
Disease.—In a bronchoscopic study of 176 children with symp- 
toms of asthma, Lell found that 18 had foreign bodies in the 
respiratory tract, 5 had such objects in the esophagus and 23 
had other organic changes. The majority of the patients in 
status asthmaticus who were observed bronchoscopically showed 
a hemorrhagic and edematous appearance of the mucous mem- 
brane of the trachea and both main bronchi, with the presence 
of thick, tenacious secretion. In addition, most of the patients 
showed collapse of the posterior tracheobronchial wall. Both 
gross and microscopic studies of the respiratory tracts of 5 
patients who died in status asthmaticus confirmed these find- 
ings. The author states that bronchoscopic aspiration of the 
pulmonary secretion of patients in status astheaticus who do 


S. Jesberg.—p. 66. 
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not respond to medical treatment may often be a life saving 
measure. The results in 102 patients treated bronchoscopically 
are tabulated. Oxygen administered through the bronchoscope 
during the aspiration relieves the dyspnea. 


Archives of Surgery, Chicago 
52:1-112 (Jan.) 1946 


Arteriovenous Aneurysms of Scalp and Face. W. E. Dandy.—p. 1. 
Pilonidal Sinus and Cyst: Clinical Study. F. J. Burns.—p. 33. 
*Effect of Intravenous Administration of Oxygen on Shock in Dogs and 
in Human Beings. M. Jacobi, B. Klein, H. Rascoff and others.—p. 42. 
Study of Gastric Lesions by Means of Biopsy Specimens Removed 
Endoscopically. B. Kenamore and H. Scheff and N. A. Womack. 
50. 


Diverticula of Stomach. W. R. Moses.—p. 59. 
Progress in Orthopedic Surgery for 1944: XIII. Fractures. W. G. 

Stuck, D. H. O’Donoghue, H. F. Johnson and others.—p. 66. 
Id.: XIV. Conditions Involving Spine and Thorax, Exclusive of Those 

in Lower Part of Back. J. R. Cobb.—p. 98 

Intravenous Administration of Oxygen in Shock.— 
Jacobi and his associates studied the effects of intravenously 
administered 100 per cent (commercial and U. S. P.) oxygen 
in 12 dogs with experimentally induced toxic shock and in 3 
human beings with severe acute progressive (secondary 
traumatic) shock. No symptoms of vapor lock (cardiac 
tamponade), gas embolization or other deleterious effect devel- 
oped clinically, and no evidence of embolization or vapor lock 
was noted at necropsy in the animals. All 3 human beings 
recovered rapidly from shock. The earliest evidences of 
improvement consisted in the return of normal color to mucous 
membranes and an increasing bright pink-red color to the blood, 
followed by an clevation in blood pressure and diminution in 
respiratory rate. The concentration of blood cells and the 
specific gravity of the capillary blood, both previously extremely 
elevated, fell rapidly toward normal. Gaseous oxygen, intra- 
venously administered at pressures at or slightly above venous 
pressure and at rates of 60 tc 600 cc. per hour, depending on 
the size and the age of the person, can be given with safety 
in the treatment of secondary shock. It may be efficacious 
when oxygen by inhalation fails, since by the intravenous route 
a functionally deficient lung can be by-passed and the necessary 
oxygen made available to the body. 


Bulletin: of Johns Hopkins Hospital, Baltimore 
78:1-56 (Jan.) 1946 


*Experimental Production of Anaphylactic Pulmonary Lesions with Basic 
Characteristics of Rheumatic Pneumonitis. J. E. Gregory and A. R. 
Rich.—p. 

Relation of Degree of Sensitivity to Tuberculin to Persistence of Sensi- 
tivity and to Prognosis in Young Children. Lydia B. Edwards and 
Janet ,B. Hardy.—p. 13. 

Studies on Acute Schistosomiasis Japonica in the Philippine Islands: 
I. Clinical Study of 337 Cases, with Preliminary Report on Results 
of Treatment with Fuadin in 110 Cases. F. T. Billings, W. L. 
Winkenwerder and A. V. Ilunninen.—p. 21. 


Experimental Anaphylactic Pulmonary Lesions.— 
Gregory and Rich studied sections from the lungs of 56 rabbits 
subjected to the serum sickness type of hypersensitive reaction. 
In 10 of the animals there occurred small focal lesions char- 
acterized by damage to the alveolar capillaries (thrombosis, 
exudation of fluid and cells, hemorrhage) which, in their basic 
nature, resemble the lesions of rheumatic pneumonitis. This 
experimental evidence is offered as further support of the view 
that the various lesions of rheumatic fever are the results of 
hypersensitivity. 


Endocrinology, Springfield, Ill. 
38:1-64 (Jan.) 1946. Partial Index 


Effect of Pituitary Adrenotropic Hormone on Cholesterol and Ascorbic 
Acid Content of Adrenal of Rat and Guinea Pig. G. Sayers, Marion A. 
Sayers, Tsan-Ying Liang and Long.—p. 1. 

Influence of Diethylstilbestrol on Alloxan Diabetes Paired Feeding 
Experiments, R. G. Janes and H. Dawson.—p. 10. 

Metabolism of Steroid Hormones: Isolation of Androgen from Human 
Urine Containing an 11-Oxygen Substitution in Steroid Ring. A. M. 
Miller, R. I. Dorfman and E. L. Sevringhaus.—p. 19. 

Effect of Diet on Growth and Survival of Adrenalectomized Rats Treated 
with Desoxycorticosterone Acetate Pellets. A. Segaloff.—p. 26. 

Influence of Adrenalectomy on Utilization of Acetone Bodies. 
MacKay, A. N. Wick and C. Barnum.—p. 30. 
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Geriatrics, Minneapolis 
1:1-116 (Jan.-Feb.) 1946 
Geriatrics: The General Setting. E. L. Tuohy. —?. 


Incidence and Treatment of Delirious Reactions in "Leet Life. E. J. 
Doty.—p. 21. 
Tuberculosis Among Persons Over 50 Years of Age. J. A. Myers. 
27 


American Contributions to Literature of Geriatrics. W. D. Postell. 
41. 
Geriatric Anesthesia. E. A. Rovenstine.—p. 46. 
Geriatrics and Postwar Problems. M. W. Thewlis.—p. 54. 
Mental Disorders of Old Age. H. D. Palmer.—p. 60. 
Bronchial Asthma, with Special Reference to Its Elderly Victims. 
J. Forman.—p. 


Journal of Immunology, Baltimore 
52:1-100 (Jan.) 1946 


Protection Between Strains ot Heterologous Agglutinogenic Types of 
Beta Hemolytic Streptococci of Group A: III. Further Observatians. 
Alice C. Evans.—p. 1. 

Standardization of Cardiolipin-Lecithin-Cholesterol Antigen in Precipi- 
tation Test for Syphilis. R. Brown.— 

Studies with Somatic Antigen of Shigella Paradysenteriae (Flexner). 
J. Smolens, S. P. Halbert, S. Mudd, Beatrice W. Doak and L. M. 
Gonzalez.—p. 

Use of Papaverine Hydrochloride in Prevention of Anaphylactic Shock 
in Guinea Pigs. D. E. Frank.—p. 59. 

Studies on Effects of X-Rays on Poaiieew ite Indices of Healthy’ Rabbits: 

’ Preliminary Report. J. C. Glenn Jr.—p. 65. 

Leukoagglutination Differentiation of Normal Leukocytic and Leukemic 
Cell Types. B. Steinberg and Ruth A. Martin.—p. 71. 

Method of Producing in Inbred Albino Rats a High Percentage of 
Immunity from Tumors Native in Their Strain. P. M. Aptekman, 
Margarét R. Lewis and Helen Dean King.—p. 77. 

Precipitin Reactions of Human Seminal Plasma. V. Ross.—p. 87. 

Decreased Antigenicity of Coupled Hapten-Protein Antigen Resulting 
from Treatment with Too Much Hapten. W. C. Boyd and Estelle R. 
Warshaver.—p. 97. 


Journal of Lab. and Clinical Medicine, St. Louis 


31:1-106 (Jan.) 1946 


Alkaline Phosphatase Activity in Normal and Abnormal Human Blood 
and Bone Marrow Cells. M. Wachstein.—p. 1. 

Effects of Adrenalin and on Blood Constituents 
Before and After Splenectomy. Wakim.—p. 18. 

Pectin Excretion Studies in do Pt D. D. Kozoll, B. W. Volk, 
F. Steigmann and H. Popper.—p. 30. 

Use of Copper Sultate Method of meg Estimation for Screening 
Blood Donors. Mary Heiss Boynton.—p. 

Studies - Cultivation of Rickettsiae in Eggs. 


Florence K. Fitzpatrick. 


Liver a Impairment in Therapeutic Malaria, with Particular 
Reference to Unsuccessful Use of Methionine as Protective Agent. 
C. D. Cook and F. W. Hoffbauer.—p. 

Formation and Excretion of Acetylated Sulfonamides. 
H. F. Russo, Elizabeth A. Patch, L. Peters and 


K. H. Beyer, 
o 


—p. 65. 

Miscellaneous Pharmacologic Actions of Citrinin. Wei-Chang Chu.—p. 72. 

Effect of Synthetic Vitamin K and of Quinine Sulfate on Prothrombin 
Level A. J. Quick.—p. 79. 

Depression of Gamma Globulin in Hypeproteinemia Due to Malnutrition. 
E. G. Krebs.—p. 85. 

Inability of Cysteine to Inactivate Penicillin in Presence of Broth and 
B . H. L. Hirsh and C. Barbara O’Neil.—p. 90. 


31: 107-200 (Feb.) 1946 


*Radioactive Phosphorus as Therapeutic Agent: Review of Literature 
and Analysis of Results of Treatment of 155 Patients with Various 
Blood Dyscrasias, Lymphomas and Other Malignant Neoplastic Dis- 
eases. E. H. Reinhard, C. V. Moore, Olga S. Bierbaum and S. Moore. 
—p. 107. 

Treatment of Ulcerative Colitis with Nisulfadine and Nisulfazole. R. H. 
Major.—p. 219. 

Observations on Treatment of Tropical Sprue with Folic Acid. T. D. 

Spies, F. Milanes, A. Menéndez, Mary B. Koch and Virginia Minnich, 

27. 

Method for Determining Relative Anticonvulsive Activity of Barbitu- 
rates. Cole and H. R. Hulpieu.—p. 

In Vitro Method for Dete -rmining Resistance of Ss Hemolytic Strepto- 
coeci to Sulfadiazine. M. Trowbridge Jr.—p. 248. 

Effect of Metals on Giemsa Stain Solutions in 50 Per Cent Glycerol 
and Methanol Mixture. R. D. Lillie.—p. 253. 


Radioactive Phosphorus in Blood Dyscrasias and Neo- 
plastic Diseases.—Reinhard and his associates present the 
results obtained in 155 patients treated at the Mallinckrodt 
Institute of Radiology. The half-life of P*2 (14.3. days) 
permits steady radiation of tissues for several weeks yet is. short 
enough so that the destructive effect on tissues can be con- 
trolled. The authors think that radioactive phosphorus is 
probably the best therapeutic agent for polycythemia vera. In 
the great majority of patients, the clinical course of acute 
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lymphatic leukemia is not favorably influenced by P °2 therapy. 
In a few patients clinical improvement has been observed. 
Spontaneous remissions of acute lymphatic leukemia have been 
observed. In the treatment of chronic lymphatic leukemia, P 82 
is probably as satisfactory as, but no better than, roentgen 
radiation. Radioactive phosphorus is of no value in the treat- 
ment of monocytic leukemia. Hodgkin’s disease, lymphosar- 
coma, reticulum cell sarcoma and multiple myeloma do not 
respond as favorably to P *? as they do to x-radiation. From 
observations on the few patients who have been treated there 
is no reason to believe that P %2 is a satisfactory therapeutic 
agent for the treatment of lymphoepithelioma, malignant 
melanoma, carcinoma of the gallbladder, carcinoma of the 
breast, Ewing’s tumor, mycosis fungoides or xanthomatosis. 
P *2 has been shown to have a profound effect on the bone 
marrow. Severe leukopenia, thrombocytopenia and anemia may 
occur as complications of the therapy. In patients with any 
type of chronic leukemia, roentgen radiation is more effective 
in some cases than P *? in bringing about a rapid reduction in 
the size of the spleen or lymph nodes. Therefore x-rays should 
be employed whenever the prompt reduction of nodes or the 
spleen is necessary to relieve symptoms or remove pressure 
on some vital organ. X-rays may be used to supplement radio- 
active phosphorus therapy for this purpose. 


Journal-Lancet, Minneapolis 


66:1-30 (Jan.) 1946 
Serology and Obstetrics. R. T. LaVake.—p. 1. 
Free Plasma Service in North Dakota. M. E. Koons.—p. 4. 
Short Leg Backache. J. M. Butler.—p. 10. 
Some Common Skin Diseases and Their Treatment. H. C. Leiter.—p. 12. 


66:31-64 (Feb.) 1946 


The Ulcer Problem. O. H. Wangensteen, —p. 31, 

High Fluid Intake Regimen in Management of Edema: Review, with 
Sgme Comments after Four Years. F. R. Schemm,—p. 50. 

Chronic Unstable Colon. D. M. Welty.—p. 55. 


Journal of Neurosurgery, Springfield, Ill. 
3:1-100 (Jan.) 1946 


Bacteriologic Study of Penetrating Wounds of Brain from Surgical 
Point of View. A. D Ecker.— 

Observations on Early Type of Brain Abscess Following Penetrating 
Wounds of Brain. J. E. Webster, R. C. Schneider and J. E. Lofstrom. 
—p 7. 

Eye Signs in Pineal Tumors. M. Posner and G. Horrax.—p. 15. 

Intracranial Angiography: I. Diagnosis of Vascular Legions, C. F. List 
and F. J. Hodges.—p. 25. 

Hematomas Associated with Penetrating Wounds of Brain. D. D. Mat- 
son and J. Wolkin.—p. 46. 

Incidence of Interhemispheric Extension of Glioblastoma Multiforme 
Through Corpus Callosum. H. P. Maxwell.—p. 

Early Complications Following Penetrating Wounds of Skull. 
and E. H. Campbell Jr.—p. 

*Use of Curare in Treatment of ‘Spastic Paralysis. 
S. Braden.—p. 74. 


J. Martin 
D. F,. James and 


Curare in Spastic Paralysis.—James and Braden used 
curare in the treatment of spasms of the lower extremities of 
12 young men with paraplegia secondary to transverse myelitis 
incurred as the result of wounds. The drug was administered 
intramuscularly. The patients were given initial doses of 
between 0.020 and 0.100 Gm. repeated not oftener than every 
seventy-two hours. The revised schedules stipulated doses 
varying from 0.050 to 0.070 Gm. given at six hour intervals. 
Mild toxic reactions were seen when doses exceeding 0.080 to 
0.100 Gm. were employed. When smaller but therapeutically 
effective doses were used, mild toxic reactions were observed 
in approximately 50 per cent of the cases. The mild toxic 
reactions consisted in weakness in ocular convergence, droop- 
iness of the lids and at times generalized muscular weakness. 
No cumulative effect was noted when the drug was admin- 
istered four, and in 1 case five times daily over a period of 
more than a month. When curare is being employed for the 
purpose of facilitating the use of a walker or braces, it has 
been found best to administer the drug one hour before the 
patient begins this exercise. Spasticity was diminished to a 
noticeable degree in all patients for from one to two or more 
hours after every administration of an effective dose. Spasticity 
returned gradually to its original severity in from four to 
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seven hours following injection. The use of curare has been 
helpful in the management of patients with bed sores, as an aid 
in physical therapy and in diminishing the number of spasms. 
Relief of pain was coincidental with the alleviation of the 
spasms effected by curare. 


Journal of Pediatrics, St. Louis 


28:117-248 (Feb.) 1946 


*Lipemic Nephrosis. W. Heymann and Viola Startzman.—p. 117. 

*Induction of Vitamin C Subnutrition: Comparison of Intradermal Test 
with Plasma Ascorbic Acid Levels. L. B. Slobody, R. A. Benson 
and Joan Mestern.—p. 134, 

Vision Test for Pediatrician’s Use. A. E, Sloane and J. R. Gallagher. 
—p. 140 

Oral Plasma Feeding: Preliminary Report of Neonatal Feedings. J. F. 
Loehle.—p. 145. 

Use of Gentian Violet in Children Infected with Ascaris Lumbricoides. 
H. W. Brown.—p. 160. 

*Toxoplasmosis in Large ever Family. 
and C. Eklund.—p. 16 

Comparative Study of Response” to Various Pertussis Antigens 
and the Disease. L. Cravitz and J. W. Williams.—p. 172. 

One Dose Subcutaneous Sodium Sulfadiazine for Acute Infections. 
K. Glaser.-—p. 187. 

Comparison of Absorption of Vitamin A After Oral and Intramuscular 
Administration in Normal Children. G. Cienfuegos.—p. 

Lacunar Skull of Newborn Infant. K. Van Leeuwen.—p. 193. 

Displacement of Mediastinum Due to Pulsion by Caseous Tuberculous 
Lung Without Pleural Effusion: Report of Case in Infant. J. F. 
Miller and B. H. Kean.—p. 200. 

Agenesis of Lung: Case Report. A. Widerman and C. H. Peters. 

? 


F. H. Adams, R. Horns 


Atelectasis of Newborn: Treatment by Bronchoscopic Drainage. 

House and H. Owens.—p, 207. 

Listerella Meningitis: Report of Case with Recovery. N. I. Handelman, 
*. C. Rotondo, E. P. Scott and H. T. Knighton.—p. 210. 

Congenital Ectodermal Defect: Report of Unusual Case Involving Scalp 
an eg. J. L. Callaway, R. O. Noojin, Kathleen A. Riley and 

Beatrice H. Kuhn.—p. 214. 

Lipemic Nephrosis.—Heymann and Startzman studied 34 
children with primary lipemic nephrosis. About two thirds 
were under 3 years of age at the onset, and most of the others 
were less than 7 years old; that is, the incidence decreases with 
age. In 6 postmortem examinations 3 showed no signs of 
inflammatory disease, and azocarmine stains revealed normal, 
not thickened, glomerular basement membranes. In the 3 
remaining cases renal inflammatory disease was found in 
addition to nephrotic changes, the nephritis being interstitial 
and pyelonephritic in type. The endogenous origin of the 
hyperlipemia of nephrosis is shown by the fact that it is not 
affected by diets of either low or high fat ratios, nor does the 
nephrotic hyperlipemia decrease when 30 to 40 Gm. of soya 
bean lecithin is given for four weeks. The authors recommend 
a salt free diet containing 3 Gm. of protein per kilogram of 
body weight and a fluid intake limited to 1,200 to 1,500 ce. 
in combination with thyroid. This is increased every ten days 
by % grain (32 mg.). As soon as toxic symptoms are 
observed, the dose is reduced by 4% to % grain (16 to 32 mg.) 
and kept as a maintenance dose for two to three months. 

Intradermal Test for Vitamin C Deficiency.—Slobody 
and his associates describe an intradermal test to indicate 
vitamin C subnutrition states qualitatively, based on the intra- 
dermal injection of a dye which will be decolorized by vita- 
min C. Slow decolorization of the dye indicates that the tissues 
have an insufficient amount of vitamin C. Rapid decolorization 
indicates a sufficient amount. Enough of a three hundredth 
normal solution of sodium 2,6-dichlorphenol indophenol is 
injected to raise an approximately 4 mm. wheal. A skin test 
time (the length of time required for the dye to disappear) of 
fourteen minutes or more suggests a definite degree of tissue 
unsaturation, from ten to thirteen minutes is borderline, and 
less than nine minutes indicates a normal amount of vitamin C 
in the body tissues. Vitamin C subnutrition was induced in 16 
children by a diet which lacked citrus fruits and tomatoes. 
The plasma ascorbic acid levels and intradermal test followed 
reliably the induction of vitamin C deficiency and returned to 
normal with administration of ascorbic acid. The intradermal 
test is cheap, easy to perform and quickly read. 

Toxoplasmosis.—Adams and his co-workers studied a 
typical case of toxoplasmosis in a 14 year old girl who was a 
member of a large Minnesota family. The patient had 10 living 
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siblings and 5 other close relatives. Complete physical studies, 
including funduscopic examinations, were made on 11 members 
of the family. Neutralization tests against the toxoplasma 
Organism were done on blood serum from these and 4 other 
members of the family group. Positive neutralization tests 
against the toxoplasma organism were present in the patient, 
her mother and 8 of 9 siblings tested. The mother and the 
9 siblings had no clinical symptoms or signs of toxoplasmosis 
as determined by physical and roentgenologic examination. 
Whether infection in this patient and her siblings was con- 
genital or acquired could not be ascertained. 


Kansas Medical Society Journal, Topeka 
46 : 397-436 (Dec.) 1945 


Advantages of Cotton and Steel Wire Suture Materials. 
and G. Owens.—p. 

Observations Regarding» 
Brucellosis. I. H. Borts.—p. 


M. J. Owens 


Spread and Diagnosis of 


Laryngoscope, St. Louis 
56:1-20 (Jan.) 1946 


Review of Literature of 1945 Pertaining to Bronchoesophagology. P. H. 

Holinger and A. H. Andrews Jr.—p. 1. 

Temporary Deafness Following Exposure to Loud Tones and Noise. 

H. Davis, C. T. Morgan, J. E. Hawkins Jr. and others. —?. 19, 

*Management of Fractures into Nasal Sinuses. J. J. Shea. —p. 

- Value of Individual Hearing Aids for Hard of Hearing Children in 
Public Schools. Report to Subcommittee of Committee on Problems 
of Deafness ot National Research Council. Otologic Examination and 
Follow-Up. E. P. Fowler.—p. 26. 

Management of Fractures into Nasal Sinuses.—Accord- 
ing to Shea the maxillary is the most frequently entered sinus 
during a compound facial injury. The management of such an 
accident can be simple or complicated, according to the 
approach. The author shows that a simple procedure similar 
to steps followed in a Caldwell-Luc operation is sufficient for 
the management of the repair of fractures in the ordinary 
“compound facial injury.” 


New England Journal of Medicine, Boston 


234: 137-168 (Jan. 31) 1946 
*Tick Borne Epidemic of Tularemia. W. B. Warring and J. S. Ruffin Jr. 
Piainitiin 7 in Treatment of Bronchiectasis: Preliminary Report. I. D. 

Bobrowitz, J. S. Edlin, S. Bassin and J. S. Woolley.—p. 141. 
Clinical Aspects of Rheumatic Fever in Adults. D. H. Rosenberg. 
Tye.—p. 152. 

Foreign Programs of Medical Care and Their Lessons, 
of Ampulla of Vater.—p. 161. 
Lymphoblastic Lymphoma of Stomach.—p. 163. 

Tick Borne Epidemic of Tularemia.—Warring and 
Ruffin report an epidemic of 50 cases of tularemia which 
occurred among soldiers in the Tennessee maneuver area in 
1943. All patients but 1 recovered. A history of tick bite 
prior to onset of illness was obtained in 32 of the 50 cases. 
Five appeared to be due to direct contact with rabbits. The 
onset of symptoms in the cases of tick bite occurred within 
one to twenty-one days. The most prominent symptoms were 
generalized aching, especially in the lumbosacral region and the 
lower extremities, headache, shaking chills, debilitating sweats, 
pain and tenderness in the regional lymph nodes, unproductive 
cough, weakness, dizziness, nausea, vomiting, anorexia and 
abdominal pain. At the site of infection or bite were punched- 
out ulcers. The primary ulcers were found on the upper and 
lower extremities, perineum, buttocks, the lower part of the 
abdomen and the scapular region. Enlarged regional lymph 
nodes were found in every case with an obvious primary lesion 
and in 3 without one. In the early stages of the disease, fever 
was continuous, varying between 101 and 105 F. Later there 
were morning remissions, and in the majority of cases the fever 
fell by lysis to normal in the fourth week of the disease. Con- 
valescence was slow. Weakness, lassitude and loss of weight 
persisted. Most of the patients have been in the hospital for 
three to six months. Treatment was nonspecific and supportive. 
Oxygen was given early to patients with pneumonia; it seemed 
to offer the best chance for recovery. Wet dressings and bland 
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ointments were applied to ulcerated lesions. When softening 
of regional nodes occurred, surgical incision and drainage were 
instituted. Thoracentesis for pleural effusion caused an 
amelioration of symptoms. 

Penicillin in Bronchiectasis.—Bobrowitz and his asso- 
ciates compared the value of various methods of administering 
penicillin in the treatment of bronchiectasis—intramuscular, 
intratracheal, intrabronchial, inhalation (nebulization) and com- 
binations of these methods. The advantages of the topical or 
bronchial effect were studied. Ten men and 2 women were 
treated. The total dosage of penicillin varied from 550,000 to 
over 5,500,000 units and tle length of treatment from four to 
one hundred and fifteen days. The concentration of penicillin 
in the sputum was highest with intratracheal administration, 
less with inhalation and lowest with intramuscular injection. 
The most rapid results were achieved with intratracheal instilla- 
tions. The simplest method of administration is inhalation. The 
sputum was considerably diminished and its odor was removed, 
most organisms were eliminated and purulence was reduced. 
Considerable symptomatic improvement occurred. These 
changes were maintained while the penicillin was continued 
but did not persist long when it was stopped. As symptomatic 
therapy for nonoperative cases and possibly for the control of 
bronchiectasis, penicillin will be required over a long period and 
perhaps indefinitely. Penicillin given intratracheally and by 


inhalation is also suggested as a form of preoperative prepara- 


tion for lung resection for bronchiectasis. 


Texas State Journal of Medicine, Fort Worth 
41:499-556 (Feb.) 1946 
Nephrotic Edema in Diabetes Mellitus. E. J. Lefeber and G. M. 
herd Jr.—p. 506. 

Cytologic Study of Nipple Secretions: Aid in 
Lesions. D. Jackson an Severance.—p. 

Coarctation of Aorta, Patent Ductus Arteriosus os Interventricular 
Septal Defect: Report of Case. I. D, Fagin, W. L. Shepeard and 
A. T. Morrison.—p. 515. 

Causes of Economic Blindness in Texas: Statistical Survey of 6,106 
Cases, Aid to Blind Program, Texas State Department of Public 
Welfare. J. A. Crockett.—p. 519. 

Maternal Overprotection in Young Children. C. S. E. Touzel.—p. 524. 

— Pathologic Study of 170 Ovarian Tumors, C. T. Ashworth. 
—p. 525. 


of Breast 


United States Naval Med. Bulletin, Washington, D. C. 


46:169-322 (Feb.) 1946. Partial Index 


Protection of Feet Immersed in Cold Water. C. R. Spealman.—p. 169. 

Study of 100 Cases of Abdominal Pain in Service Women. B. Gillespie. 
—p. 179. 

Filariasis Among White Immigrants in Samoa. E. H. Webster.—p. 186. 

Asymptomatic Microfilariemia in the Caribbean Area. J. H. Danglade 
and P. J. Fitzgerald.—p. 193. 

Acute Infective Jaundice (Acute Hepatitis): Occurrence at North 
African Base Hospital. H. B. Conaway and J. F. Shaul.—p. 203. 

Treatment of Battle Casualties Resulting from Dive Bombing Attack on 
Essex Class Carrier. G. B. S. - W. G. Holford Jr., W. S. Luede- 
mann and J. A. Riser.—p. 2 11, 

“Radiation Sickness in Nagasaki: 

Suture of "Fingernail in Crushing Injuries. W. H. Hamirick.—p. 225. 

Coccidioidomycosis at U. S. M. C. Air Station, Mohave, California. 
E. F. Pfanner.—p. 229. 

Action of Supernatants from Combined Growth of Fusarium Solani and 
——— Aeruginosa Against Tubercle Bacillus. L. G. Carr. 


Preliminary Report. J. T. Timmes. 


237. 
Susceptibility of Serologically Typed Group A Streptococci to Penicillin. 
C. L. Spingarn and A, King.—p. 239. 
*Electric Ophthalmia. L. K. ‘Woodward Ir.—p. 247. 

Detection of Malingering: Further Study. W. A. Hunt.—p. 249. 
Mental Health of Men Discharged Under Point System: Preliminary 

Note. V. S. Briden and W. L. Wilins.—p. 255. 

Suppression of Early Syphilis by Subtherapeutic eter yg Penicillin: 

Report of Case. J. L. Derzavis and F. T. Bond.—p. 

Radiation Sickness in Nagasaki. xyrristag says that 
when the atomic bomb exploded the concentrated energy 
diffused itself in three main channels: pressure, heat and 
radiation. The effects of the atomic bomb differ from the 
ordinary explosive bomb only in its release of radiant energy. 
The atomic bomb dropped on Nagasaki was exploded at an 
estimated altitude of 800 feet. At this height much of the 
radiant energy was expended into the atmosphere with the 
probably anticipated result that the underlying terrain would 
not remain radioactive for a prolonged period. In contrast, 
the New Mexico test bomb, exploding only 100 feet above 
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the ground, caused the earth in the surrounding area to con- 
tain radioactive materials for months after the explosion. 
X-ray film buried in the Nagasaki bombed area and attached 
to various objects failed to reveal the presence of radioactive 
elements. Investigators with Geiger point counters found only 
negligible amounts of radiation. X-ray films attached to the 
limbs of atomic victims and kept in place for eighteen hours 
failed to reveal radiation. The patients examined showed true 
forms of radiation sickness. Only a few cases which could be 
classified as x-ray skin burns were noted. Many cases of alo- 
pecia were seen. Some of these victims began to lose their hair 
four or five days after the explosion, while others first noted 
this phenomenon about the third week. None of the persons 
exhibited complete loss of hair. At the end of a month a few 
had already begun to grow new hair of a downy nature. The 
principal effect of the radiation was on the bone marrow, with 
a considerable degree of depression of the marrow function. 
Most of the cases seen showed an aplastic type of anemia. 
The blood was deficient in red blood cells and hemoglobin. As 
granulopoiesis was greatly impaired, agranulocytosis resulted. 
A white blood cell count under 1,000 offered a poor prognosis; 
however, 1 person with 400 cells per cubic millimeter recovered. 
Petechiae were commonly seen, as were gross hemorrhages. 
Bleeding times were increased. The oral changes consisted in 
a glossy, smooth tongue, with ulcerative lesions of the mucous 
membranes. Liver extract seemed to benefit a few patients 
but in general was not very effective. Pentnucleotide was used 
in limited amounts in 7 cases, and in each 1 a progressive rise 
of the white blood cell count appeared. 

Electric Ophthalmia.—Woodward observed 47 cases of 
flash burn of the eyes, or electric ophthalmia, on a repair ship. 
The greater number of cases were contracted by men working 
in the immediate vicinity of the welders, and all these men had 
momentarily removed their goggles at the time an arc was 
struck or did not use goggles while at work. The symptoms 
were principally a mild to severe injection of the conjunctiva, 
and more especially an episcleral injection. In 5 instances 
there was considerable edema of the eyelids. In 6 men there 
was evidence of pseudopterygium with accompanying injection. 
Superficial ulceration of the cornea was present in 2 cases. 
Treatment consisfed in irrigation of the eye with mild boric 
acid solution and instillation of a solution containing ponto- 
caine hydrochloride and neosynephrin hydrochloride. In many 
instances an ointment containing 2 per cent butyn sulfate also 
was employed. Relief was obtained, especially when there was 
edema of the lids, by application of cool boric acid compresses. 
The response to therapy was prompt. About one third of the 
patients were removed from duty for a twenty-four hour 
period 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
54:1-44 (Jan.) 1946 

Menstrual Amenorrhea, Oligomenorrhea and Hypomenor- 
rhea. S. C. Freed.—p. 1. 

Rh Factor: Review aot Critical Analysis. G. Mace 10. 

Case Report of Use of Dual Onlay Graft and Penicillin in Infected 
Bone Defect. L. S. Lucas and J. H. Gill.—p. 18. 

Gastric Adenomas: Pathologic Study. J. H. Ricniets ‘and A. C. Broders. 

21. 


—P.- 
’ 54:45-76 (Feb.) 1946 
Menstrual Dysfunctions: Abnormal Uterine Bleeding. S. C, Freed. 
45 


—p. 45. 

Recent Advances in Pediatric Pathology: Jaundice in Childhood. H. W. 
Edmonds.—p. 50 

Caudal Analgesia with Aid of New Appliance: Report on 250 Cases, 
M. Hornstein.—p. 56. 

Oxytocic Action of Methergine: ies Ergonovine. E. W. Cart- 
wright and W. C, Rogers.—p. 

Trichomoniasis: Twelve Year Biudy. K. J. Karnaky.—p. 

Gastric Adenomas: Pathologic Study. J. H. Rieniets and . C. Broders. 
—p. 65. 


Wisconsin Medical Journal, Madison 


45:173-280 (Feb.) 1946 


Seven Year Report From Neuropsychiatric Department, Student Health 
Service, University of Wisconsin, Annette ashburne.—p. 195. 


Evaluation of — Status of Thiouracil Therapy in Thyrotoxicosis 
= Report of Its Use in 22 Cases. Marie L. Carns and R. F. Poser. 


205. 
Shock in Forward Areas, J, M. Sullivan.—p. 213, 
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Lancet, London 


1:221-256 (Feb. 16) 1946 
Ancient Apothecaries and Modern Biochemists. E. C. Dodds.—p. 221. 
Treatment of Macrocytic Anemia with Folic Acid. T. D. Spies.—p. 225. 
*Pneumococcal Meningitis After Head Injury Treated with Intrathecal 

Penicillin. R. P. Jepson and C. W. M. Whitty.—p. 228. 

*Endemic Fluorosis in Kweichow, China. .O, Lyth.—p. 233. 
*Unsuspected Genital Tuberculosis as Main Cause of Tubal Occlusion, 

I. Halbrecht.—p. 235. 

Intrathecal Penicillin in Pneumococcic Meningitis.— 
Jepson and Whitty report the results of treatment of 10 cases 
of pneumococcic meningitis with intrathecal penicillin. In 9 
cases the meningitis followed head injury. Treatment included 
sufficient sulfadiazine to maintain a cerebrospinal fluid concen- 
tration of 8 to 14 mg. per hundred cubic centimeters. Fifteen 
thousand units of penicillin was given intramuscularly every 
three hours for possible extrameningeal sources of pneumococcic 
infection. Direct intrathecal injections were made every twenty- 
four hours, since previous observations had shown that 5,000 to 
10,000 units of penicillin in the cerebrospinal fluid inhibited a 
standard organism up to twenty-four hours. When the clinical 
state was very grave, lumbar puncture was done more fre- 
quently. Lumbar and ventricular routes were used and dosage 
varied from 5,000 to 50,000 units per dose. Five patients 
recovered, 4 died and 1 recovered from meningitis but died of 
other causes. The importance of starting treatment early is 
emphasized. Observations made on the cerebrospinal fluid reac- 
tions to penicillin suggest that the pronounced pleocytosis often 
seen is due to factors other than penicillin itself. The cerebro- 
spinal fluid cell count is not always reliable as the chief index 
for further treatment. 

Endemic Fluorosis in Kweichow, China.—A high inci- 
dence of mottled enamel and spondylitis has been reported in 
Kweichow. The drinking water in these regions contains 
approximately 6 parts per million of fluorine. The drinking 
water frequently comes from coal mines or sources near to the 
mines. “Lyth reports a study of 4 cases of spondylitis occur- 
ring in this area and the skeletal findings in 1 case in which 
death occurred after a trivial fall. Of 134 persons examined, 
dental fluorosis was observed in 97. 

Genital Tuberculosis as Main Cause of Tubal Occlu- 
sion.—Halbrecht found that of 150 sterile women examined by 
salpingography at the Sterility Clinic in Tel Aviv 48 had partial 
or complete tubal occlusion. Biopsy revealed tuberculosis of 
the endometriym in 18. This suggests that one of the main 
causes of tubal occlusion may be pelvic tuberculosis. 


Leprosy Review, London 
16:37-72 (Dec.) 1945. Partial Index 


Occupational Therapy in Leprosy Institutions. D. Dow.—p. 57. 
*Modes of Transmission of Hansen’s Disease (Leprosy). B. Moiser, 


—p. 63. 

Palm Oil in Leprosy. L. Lengauer.—p. 67. 

Transmission of Leprosy.—Moiser reports studies of cock- 
roaches collected in the vicinity of the Ngomahuru Hospital, 
Southern Rhodesia. Sixty-nine per cent examined showed small 
acid-fast “oval bodies” ranging from the size of a red blood 
corpuscle to that of a small bacillus, such as Hansen’s. Most 
of the oval bodies were opaque and stained very deeply with 
carbolfuchsin, but occasionally a ruptured one was found the 
contents of which were either granular or bacillary and indis- 
tinguishable from Hansen's bacillus. Oval bodies were not 
found in bedbugs, ticks or flies. Hansen's bacilli were found 
in large numbers in the dried feces of cockroaches fed a meal 
to which had been added material from ulcerating nodules. In 
some the bacilli were so numerous as to suggest multiplication 
in the intestine. Bacilli were found to remain unchanged in 
the dried roach’s droppings for 169 days. Scars of roach bites 
also were found to contain bacilli of Hansen. Of 230 roaches 
caught in various native patients’ huts and not fed specially on 
leprous material, 55 were found positive for Hansen’s bacilli. 
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The author concludes that further investigations on cockroaches 
may produce evidence that the disease is occasionally trans- 
mitted by the bite of the roach and possibly by its dried feces 
coming into contact with the skin or being ingested with food. 


Medical Journal of Australia, Sydney 
1:1-32 (Jan. 5) 1946. Partial Index 
Epidemic of Poliomyelitis Occurring Among Troops in Middle East. 
: Caughey and W. M. Porteous.—p. 5. 
Contribution to ao of Masculinization, 
H. Jacobs.—p. 
Purulent a ae of Infancy and Childhood: Twelve Months’ Sur- 


vey of Results of Treatment by Penicillin. Elizabeth K. Turner. 
—p. 


H. F. Bettinger and 


Revista Mexicana de Tuberculosis, Mexico, D. F. 
7:339-404 (Nov.-Dec.) 1945 


Treatment of Tuberculous Cavities. M. Jiménez Sanchez.—p. 339. 
Hematogenic Pulmonary Tuberculosis. R. Garcia C.—p. 361. 


Fluorographic Examination as Base of Prophylaxis of Tuberculosis. 
M. de Abreu.—p. 377. 


*Interesting Case of Acute Silicosis: Bagassosis. M. A. Mafias. ar 391, 


Acute Silicosis: Bagassosis.—Majias discusses observa- 
tions on mining engineers who were doing geologic work in a 
region which was only 4 kilometers from an active volcano. 
Eruptions from this volcano caused the atmosphere to be so 
densely charged with dust that Vision beyond a few meters was 
impossible. After about four months the men began to notice 
respiratory symptoms in the form of a dry, spasmodic cough. 
There was disseminated erythema over the thorax and abdomen, 
and at the same time there existed intense pallor of the face. 
One of the men developed what appeared to be an influenzal 
attack with fever, headaches, muscular aches, general malaise 
and furred tongue. Roentgenoscopy of the lung revealed infil- 
trations of small or.larger foci. Subsequent roentgenograms 
showed the same or a more severe picture of infiltration. The 
patient died in severe dyspnea with cyanosis and cardiac insuf- 
ficiency. The author thinks that this was a case of acute 
silicosis. The author is also concerned with a form of pneu- 
monoconiosis that occurs in the utilization of the bagasse of 
sugar cane. The bagasse is used either for fuel or for the 
manufacttire of a fiber board for insulation. For the fabrica- 
tion of this board the bagasse is cut up, and in this process 
much dust is produced. Workers who are exposed to the dust 
develop symptoms of bagassosis in from two to four months. 
Violent attacks of coughing continue for several days, and there 
is severe dyspnea. -The mucous sputum is frequently tinged 
with blood. The cough and dyspnea are accompanied with 
retrosternal pain. Debility may persist for months. Roent- 
genologic examination of the lungs reveals signs that are charac- 
teristic of the first phase of silicosis. The pathologic process 
in the lungs may disappear so that .the normal state is restored 
or it may progress to a typical fibrous lesion. It is suggested 
that the bagasse contains an allergen which may produce sensi- 
tization. The acute phase of bagassosis is possibly an allergic 
response of the lungs to this allergen. The second phase may 
be the response of the lung to the crystalline cellulose that is 
contained in the bagasse. The third stage is a fibrous process. 


Acta Medica Scandinavica, Stockholm 
123:1-110 (Dec. 15) 1945. Partial Index 


*Chromaffin Tumor Simulating Toxic Diffuse Goiter. E. Waaler.—p, 1. 
Effect of Glyceryl Trinitrate in Cardiospasm. R. Weyde.—p. 12. 
*New Flat Epithelial Layer Covering Gastric and Intestinal Mucosa. 

F. Duran-Jorda.—p. 26. 

Method for Examination of Function of Each Kidney Separately. 
kK. Larsen.—p. 
Recent Studies of Tubular Functions in Normal and Deficient Kidneys, 

with Special Regard to Urea: Part VII. G. Ekehorn. —P. 66. 
*Origin and Development of New Therapy for Crush Injury, Transfusion 

Kidney and Certain Number of Other Diseases. J. T. Peters.—p. 90. 

Clinical and Pathologic Findings in Myelomatosis and Plasma Cell 

Leukemia. J. Bge.—p, 101. 

Chromaffin Tumor Simulating Toxic Diffuse Goiter.— 
Waaler reports a case of chromaffin tumor in a man aged 49. 
The patient developed palpitation, excessive sweating and ner- 
vousness. The symptoms occurred in bouts lasting from two 
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There was high blood pressure and increased 
basal metabolism. The urine contained albumin, casts and 
erythrocytes ; the clearance was diminished. A diagnosis of toxic 
diffuse goiter with nephritis was made and subtotal thyroid- 
ectomy was performed. Palpitation of the heart and excessive 
sweating recurred some time after the operation. The disease 
lasted three and a half years, when the patient died with signs 
ot a subarachnoid hemorrhage. The postmortem revealed a 
pheochromocytoma originating in the right semilunar ganglion. 
Thirty-five mg. of epinephrine was found in this tumor, but the 
examination was carried out thirty hours after death and it 
may be assumed that the original amount had been much higher. 
Patients with chromaffin tumors are sympatheticotonic, and one 
must expect an increased basal metabolism due to hypersecretion 
of epinephrine. There may be oscillations in the basal metabo- 
lism corresponding with the variations in the other manifes- 
tations. This case presented the signs and symptoms of toxic 
diffuse goiter and of Labbé’s “syndrome parabasedowien,”’ and 
this explains to some extent the mistaken diagnosis. 

New Flat Epithelial Layer Covering Gastric and 
Intestinal Mucosa.—Duran-Jorda studied the mucosa of the 
stomach, intestine, appendix, colon, gallbladder and rectum in 
specimens received from the operating room. The material was 
submitted to a process of slow fixation by drying in an atmos- 
phere saturated with formaldehyde vapor. On _ microscopic 
examination a flat epithelial laVer was revealed at the top of the 
gastric and intestinal mucosae. This layer is very fragile and 
disappears if roughly handled or if fixed in formaldehyde saline 
solution. It also disappears from postmortem specimens. The 
layer is formed by flat epithelial cells and contains a large 
quantity of diapedesic cells and a network of capillaries. The 
layer varied in thickness from the width of one cell of 3 microns 
to about 75.5 microns. The size of its capillaries varied from 
a diameter of one red blood corpuscle up to 630 by 378 microns. 
In the appendix large fecaliths were included in the flat epi- 
thelial layer. The existence of this layer was demonstrated in 
the human fetal gastric mucosa and in the mucosae of different 
mammals. It is suggested that this new layer may protect the 
mucosa from autodigestion by gastric and intestinal enzymes. 
The presence of this layer aids in the interpretation of micro- 
scopic findings in cases of preulcerative processes in the stomach, 
of the healing process of gastric ulcer and of postulcerative 
processes. The problem of the bleeding mucosa without any 
apparent ulcer present can be explained after seeing the large 
capillaries included in the flat epithelial layer, and the possibility 
of a profuse hemorrhage with only microscopic lesions can be 
fully appreciated. 

New Therapy for Crush Injury.—By means of an arti- 
ficial nephron constructed of glass and rubber tubes and con- 
nected with two mercury manometers and several clamps, Peters 
imitated the mechanical filtration process which is a part of the 
kidney function. He thus demonstrated that the effect of imi- 
tating an anuria without any obstruction is exclusively the result 
of an increased intrarenal pressure causing a decrease of the 
effective filtration pressure. The common denominator in mer- 
cury poisoning, crush injury, transfusion kidney and other dis- 
eases, e. g. sulfonamide poisoning, Weil's disease and acute and 
chronic nephritis, appears to be a syndrome consisting of oliguria 
and anuria caused by an increased intrarenal pressure and asso- 
ciated with hyperazotemia and uremia. In cases with low blood 
pressure, pressor drugs are recommended since experiments with 
the artificial nephron showed that an increase of pressure in 
the afferent arteriole supported the effect of a slight decrease 
in the intrarenal pressure. In addition certain diuretics are 
recommended which are supposed to extract fluid from the renal 
interstices. As an important part of the therapy, decapsulation 
of the kidney is recommended as an emergency operation on 
the first day in which the syndrome develops. An increasing 
blood urea nitrogen during oliguria or anuria is the danger sign. 
Uremia caused by glomerular destruction should be sharply 
differentiated from the form amenable to treatment and asso- 
ciated with the syndrome discussed; “pressure uremia” is part 
of the syndrome, while “glomerular uremia” cannot be cured 
by lowering the intrarenal pressure. 


to three hours. 
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27:1431-1472 (July 20) 1945. Partial Index 


History of Penicillin and Its Application in Medicine. Florey.—p. 1431. 


Hospitalstidende 


Can Balance of Fluids in Dehydrated Patients Be oe by Aid 
of Simple Intracutaneous Test? P. K. Ségaard.—p. 1445. 


Hygiea 
Vaginal Cysts During Pregnancy and Delivery. L. P. Bengtson.—p. 1462. 
*Ventral Sacral Meningocele. N. O. Ericsson.—p. 1465. 

Ventral Sacral Meningocele.—The malformation is dis- 
cussed in connection with report of a case in which a cystic 
tumor the size of a grapefruit was removed from a secundipara 
aged 33 through a dorsal incision after resection of the coccyx. 
The patient recovered. Ericsson tabulates the 26 cases, mostly 
in women, found by him in the literature. Failure of the verte- 
brae to consolidate is the primary cause, protrusion of a menin- 
geal hernia through the defect the secondary cause. Parasacral 
puncture can be attempted and if necessary repeated. If the 
tumor recurs, which is likely, and if the symptoms are trouble- 
some, extirpation with sacral incision and resection of the 
coccyx is advised. With a correct preoperative diagnosis the 
prognosis is probably better than is indicated in the literature. 


27:1473-1512 (July 27) 1945. Partial Index 


*Meningitis Cases of Interest. E. Jacobsson.—p. 1473. Diagnosis of 
Syphilis. E. Lomholt.—p. 1477. 


Hospitalstidende 


*Intercapillary Diabetic Glomerulosclerosis (Kimmelstiel and Wilson Syn- 
rome). T. Hilden.—p. 1479. 

Experiences in Treatment 
J. Westergaard.—p. 1482. 

*Chemotherapeutic Treatment of Acute Suppurative Pansinusitis. E. 
Burhgj.—p. 1485. 

Attempts at Respirator Treatment of Patients Poisoned by Hypnotics. 
Aage- Kirkegaard.—p. 


of Thyrotoxicosis with Methylthiouracil. 


Hygiea 
Histologically Specific Skin Reaction in Benign Lymphogranulomatosis, 

Produced by Dead Tubercle Bacilli. L. E. Warfvinge.—p. 1493. 

Influenzal Meningitis.— Jacobsson reports that of 17 
patients with influenzal meningitis treated with sulfonamides 
& recovered; the fatalities occurred in patients under 15 months 
of age. Experience confirms the necessity of high dosage. 
Sulfapyridimine is recommended because it is eliminated more 
slowly than sulfathiazole and thus gives a constant and higher 
concentration than the same dosage of sulfathiazole, especially 
in the cerebrospinal fluid, and because secondary toxic effects 
are considerably reduced. The sulfonamide medication should 
be continued till the cell count in the cerebrospinal fluid and 
the white blood cell count are normal and the sedimentation 
rate shows a tendency to drop to normal values. Examination 
of the blood and spinal fluid of those who died and those who 
recovered showed consistently higher concentration in the latter 
group. Of the 12 patients with pneumococcic meningitis treated 
with different sulfonamides only 2, aged respectively 2 and 14 
months, recovered, the second one only after long and intensive 
therapy with sulfapyridimine. 

Intercapillary Diabetic Glomerulosclerosis.—Hilden says 
that, while reports of approximately 50 cases of this disorder 
have been published, only 11, including a personal case, have 
been fully described. Intercapillary diabetic glomerulosclerosis 
occurs in older persons, apparently more often in women, and is 
characterized by a mild diabetes mellitus, grave proteinuria, 
hypertension and edema of the nephrotic type. Ascites and 
hydrothorax may be present. Usually there is enlargement of 
the left half of the heart, with functional dyspnea. Ophthalmos- 
copy reveals hypertensive retinopathy. The characteristic ana- 
tomic-pathologic changes consist of hyaline deposits in the 
central portions of the glomeruli, where the capillaries have 
degenerated. Nearly all the glomeruli are affected. Hyaline 
changes are often found in the vas afferens. The relation 
between urea and diodrast clearance points to this disorder as 
a distinct syndrome, 

Chemotherapeutic Treatment of Acute Suppurative 
Pansinusitis.—In Burh¢@j’s 43 cases, 10 unilateral, 33 bilateral, 
treatment with sulfonamides resulted in relatively rapid recovery. 
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Book Notices 


Pathology in Surgery. By N. Chandler Foot, M.D., Professor of Surgical 
Pathology, Cornell University Medical College, New York. Fabrikoid. 
Price, $10. Pp. 511, with 388 illustrations. Philadelphia, London & 
Montreal: J. B. Lippincott Company, 1945. 

This is a new publication and represents a distinctly progres- 
sive step. The author justifiably designates surgical pathology 
as a subspecialty. The book is modeled after Karsner’s Pathol- 
ogy, which in itself indicates that a special teaching approach 
to the subject is necessary. The difference between general 
pathology and this specialty is briefly considered in the first 
page of the book. Essentially the surgeon and his associate 
the pathologist are concerned with the future rather than that 
which has preceded. Often a diagnosis is demanded of the 
surgical pathologist which has important bearing on the future 
well being of the patient. This demands prompt, accurate judg- 
ment while the patient is yet in the operating room, a responsi- 
bility not lightly dismissed. 

The volume is divided into a number of sections, including 
technics and general discussion. The various tissue systems and 
organic structures are then discussed in orderly fashion. The 
material included is intended primarily for basic introduction to 
the field. While most of it is found in any good textbook of 
pathology, its value lies in the arrangement and attitude to the 
subject. There are many illustrations, which are uniformly 
excellent. At all times the descriptive text is clear and well 
presented. There is a tendency to cling to former morphologic 
descriptions which have proved of less value to the surgeon than 
is generally supposed. This is especially true in certain cancers ; 
it must be added that classification has’ been considerably sim- 
plified however, and questions which may be posed by surgeons 
are answered as far as the scope of the book permits. Students 
and trainees in surgery and surgical pathology will benefit from 
this work. 


Risk Appraisal. By Harry Dingman, Vice President and Medical Director 
Continental Assurance Company. Fabrikoid. Price, $10. Pp. 824, with 
illustrations. Cincinnati: National Underwriter Company, 1946. 

This book has been prepared by a well known authority in the 
field of insurance medicine. Its title could well have been “The 
Textbook of Prognostic Medicine,” for the author tells what 
happens to the patients who are seen every day. His emphasis 
is not on longevity but on mortality; not how long patients live 
but how often they die. What he means, of course, is whether 
any group of a thousand persons with some specific ailment 
will have the usual ten deaths per year at some certain period 
in middle life or will have twenty. If twenty, mortality 
prospects are said to be 200 per cent. Insurance literature is 
cited freely, has an immense reservoir of information of what 
happens to 10,000 or even 100,000 persons who have definite 
impairments; for example, attacks of renal colic, blood pressure 
readings of 145/95, or weight that exceeds the average by 10, 
20 or 30 per cent. His treatment of circulatory, renal and 
gastrointestinal impairments is of especial interest in that he 
presents all the facts on which a long range prognosis may be 
based. The book is well written and stimulating. Material is 
well arranged and presented. It may be considered an authori- 
tative work on prognostic medicine from the point of view of 
insurance physicians. 


Acquisitions médicales récentes dans les pays alliés. Par A. Abaza. 
Paper. Price, 1,000 francs. Pp. 706, with 9 illustrations. Paris: G. Doin & 
Cie, 146. 

The author undertakes in this book to offer, presumably to 
French readers, a condensed account of the Anglo-American 
medical literature of the years 1940 to 1945. The volume deals 
with the discovery of penicillin and its uses, with the various 
sulfonamide derivatives and with the newer therapeutic measures 
employed in the treatment of malnutrition and endocrine dis- 
eases. The volume will probably serve a useful purpose in 
filling the gap for the general practitioner in certain European 
countries which were deprived of access to our literature. The 
information contained in the volume has been conscientiously 
gathered and is well presented. : 
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The Symptomatic Diagnosis and Treatment of Gynecological Disorders. 
By Margaret Moore White, M.D., F.R.C.S., M.R.C.0.G, With a foreword 
by F. J. Browne, M.D., D.Se., F.R.C.S. The General Practice Series. 
Second edition. Fabrikoid. Price, 16s. Pp. 246, with 103 illustrations. 
London: H. K. Lewis & Co., Ltd., 1946. 

This book is developed on the principle of ready reference for 
office gynecologic therapy. Its style adheres to the headings of 
symptoms, following which there is classification of disease in 
relation to the symptom complex and clinical findings. The 
author in several places refers to the medical monilia which 
causes vulvar and vaginal mycosis as a yeast. This is distinctly 
an error, for yeasts are nonpathogenic or friendly fungi, with 
their use dominantly in bakeries, breweries and the like. In 
chapter 11, on pruritus vulvae, it is stated that the pruritus is 
the result of diabetes. Recent investigations have shown that 
glycosuria per se does not cause irritation. It is the medical 
monilia present which causes a mycosis under these circum- 
stances. On page 17 fungous infections are classed as protozoal. 
The fungi belong in the holozoic group. Trichomonads are in 
the protozoic list. The discussion of amenorrhea is thorough, 
and almost as good a presentation of dysmenorrhea is present. 
In the section on menorrhagia and irregular bleeding, one might 
get the impression that too much emphasis is placed on medical 
management. The diagrams in the section on vaginal and 
uterine prolapse are good. The author deserves special com- 
mendation for the appropriate but not exclusive use of vaginal 
pessaries. The space given to uterine suspension operations is 
not consistent for office practice or in complete accord with 
the views of many gynecologists. The section on sterility is 
good, but there is inadequate comment on sperm count and 
motility and interpretation of seminal fluid findings. On the 
other hand, in the appendix one finds a useful list of the endo- 
crine products and other information. At the end of several 
chapters the author has added brief comments on how to avoid 
common pitfalls in relation to the subject under discussion. 
Obviously the author has had a large and active experience in 
clinical gynecology. The book is in no sense a complete refer- 
ence volume but intended to be a practical, immediate reference 
work for conditions which confront the general practitioner in 
his office. It is brief, straightforward and clearly written. No 
doubt many physicians in general practice will find it a con- 
veniently useful and an easily read book. 


Hospital Care of the Surgical Patient: A Surgeon’s Handbook with an 
Appendix on the Treatment of Wounds. By George Crile, Jr., M.D., and 
Franklin L. Shively, Jr.. M.D. Foreword by Evarts A. Graham, M.D., 
Bixby Professor of Surgery, Washington University School of Medicine, 
St. Louis, Mo. Second edition. Cloth. Price, $3.50. Pp. 288, with 25 
illustrations. Springfield, Ill.: Charles C Thomas, 1946. 

That need for a book of this type has long been recognized 
is evidenced by numerous similar publications now on the 
market. The authors have approached the problem with a com- 
plete absence of the dogma which so often characterizes pre- 
operative and postoperative care. Their methods are based on 
strictly physiologic observations, specific applications of which 
are briefly reviewed in connection with every therapeutic mea- 
sure. This little book is intended for surgical interns and house 
officers but it could well serve any surgeon. It is especially 
useful in the so-called routine procedures. No treatment should 
ever be “routine.” This is a common failing in many surgical 
services where pressure of time and convenience often perpetuate 
technics long outmoded. The authors rightfully point out that 
individual care of the patient demands as much diversity in 
premedication and postoperative care as does the operation. 
Parenthetically it may be added that English authors show a 
fondness for this type of book and there are many published 
by them. None compare with this in modern concept and prac- 
ticality. The volume can be summed up as superb. 


The Migraine Lesion: Describing the Relief and Cure of Typical Migraine 
by Means of Manipulative Therapy. By H. Vincent Langley. Cloth. Price, 
és. Pp. 26, with 9 illustrations. London: Research Books Ltd., distributed 
by Wm. Heinemann, Medical Books, Ltd., 1945. 

This work develops the concept that migraine can be cured 
by manipulation of the neck. Even though its author is a 
British specialist in manipulative therapy, his technics resemble 
those of the chiropractors. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY, 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


TREATMENT OF OBSTINATE CONGESTIVE 
HEART FAILURE 

To the Editor:—A man aged 66 has had symptoms of an enlarged heart 
and myocardial degeneration for several years. At the present time he is 
almost an absolute bed patient. His chief complaints are shortness of 
breath and a sense of tightness in the chest, both when at bed rest and 
up. The blood pressure is 140/86. The heart is enlarged about two 
ond one-half times the normal size. Murmurs are heard over all valve 
areas on both systole and diastole. The lungs are essentially normal. 
Auscultation reveals on occasional wheeze. There is occasional slight 
edema of the feet. X-ray examination of the chest shows some findings 
of chronic bronchitis. Electrocardiograms confirm the diagnosis of chronic 
valvular heart disease and myocardial degeneration. Intradermal tests 
with the usual substances do not show any sensitivity. The patient has 
been given digitalis, theobromine, aminophylline, iodides, ammonium 
chloride, barbiturates and narcotics for sedation, and rest in bed. Although 
recommended and maximum doses have been given, there has been only 

slight relief of shortness of breath. Please discuss treatment. 

J. Palmer Moss, M.D., Memphis, Tenn. 


ANsSWER.—More exact details of history, physical examination, 
electrocardiogram and x-ray findings are needed to establish an 
adequate diagnosis before prognosis and treatment can be dis- 
cussed. Is this an old rheumatic heart disease with aortic and 
mitral valve involvement or is the cardiac enlargement with 
apparent failure due to syphilitic aortitis with aortic regurgi- 
tation and secondary mitral murmurs? Is there calcific aortic 
valve disease or is there some other condition present? Is the 
dy spnea in part due to chronic bronchitis with emphysema or 
is it due to a complicating pulmonary embolism? A more exact 
description of the murmurs is necessary. Are the neck veins 
full? Has there been any fever or leukocytosis? 

Details of past treatment is also important. How much digi- 
talis and ammonium chloride have been given? Have mercurial 
diuretics or a low sodium intake been used? 

this case is one of chronic valvular heart disease with 
definite enlargement and congestive failure, then the routine 
measures for congestive failure should be applied. Five aids in 
treatment, in the order of importance, are: 

1, Digitalis in ample dosage. 

2. Rest in bed and chair. 

3. Diuretics including ammonium chloride and, when neces- 
sary, mercurials such as mercupurin or mercuhydrin intrave- 
nously or intramuscularly in a dosage of 1 to 2 cc. every few 
days if necessary in order to clear all evidences of congestion. 

4. A low sodium intake, strictly applied, with fluid ad lib. 
provided the sodium intake is low. 

5. Symptomatic treatment for other conditions. 

It is quite possible, from the description given, that the addi- 
tional two measures that would be most useful on the supposi- 
tion that this patient has obstinate congestive heart failure would 
be the mercurial diuretics and a low sodium intake. 


HYPERTROPHY OF THE PROSTATE 


To the Editor:—May | have some information concerning hypertrophy of the 
median lobe of the prostate and median bor hypertrophy? Is there any 
palliative relief for a patient, aged 61, whose cardiac condition rules out 
any surgical procedure? | have not been able to obtain cystoscopic exami- 
nation of this patient. The rectal examination of the prostate is negative, 
the urine normal, blood chemistry negative, culture of specimen after 
massage of prostate negative, residual urine about 3 drachms (11 cc.). 
At times there is some increased urgency, and the patient usually has to 
void once during the night. For several months he has had an irregular 
low grade fever in the evenings for which a cause cannot be found. Every 
day, for several weeks, at obout 6 p. m., there will be a chilliness followed 
by fever of 99 to 99.4 F. lasting two to four hours. Could a median bar 
hypertrophy, with the findings as outlined, be the cause of this fever? If 
and when it is possible, | shall obtain cystoscopic examination of this 
patient, but if you are able to offer any suggestions it will be appre- 
ciated, especially as regards any possible palliative treatment. 


M.D., New Mexico. 


ANSWER.—There is quite general confusion concerning the 
terms used, but when one says “median lobe hypertrophy” that 
indicates a regular, smooth hyperplastic enlargement of tissues 
arising from the floor of the vesical neck and protruding into 
the bladder. This tissue cannot be felt by rectal examination 
but is diagnosed only by cystoscopy. There is no such lesion 


* 
“median bar hypertrophy.” What is meant, perhaps, is 
Seale bar formation,” which is a fibrous or muscular pro- 
trusion of tissue on the floor of the biadder neck usually causing 
obstruction to the outlet of the bladder. These may be con- 
genital, as they are seen in boys aged 3 and 4 years and up’ 
or they may be acquired, the result of long-standing prostatitis 
and seminal vesiculitis. Obviously they can be diagnosed only 
by cystoscopic study. 
here is no good palliative relief from symptoms of these 
obstructions unless one would consider intermittent catheteriza- 
tion as palliative or a permanent suprapubic cystotomy as pal- 
liative. The indications are, of course, for some sort of surgical 
removal of the obstructing tissue, and with the bar formations 
these should be done almost always by transurethral resection of 
the tissues, but, in the hypertrophies, some should be enucleated 
and other smaller ones can be adequately removed by trans- 
urethral resection. 
Judging trom the statements concerning this patient, it is not 
logical to give any treatment whatever until a diagnosis has 
been made, and this can only be done by cystoscopic study. 


PARALYSIS AND DEATH FOLLOWING SPINAL 
ANESTHESIA 

To the Editor:—I\ should like some information concerning spinal anesthesia 
with subsequent paralysis as a complication. Twelve years ago | gave a 
spinal anesthetic to a perfectly healthy woman and performed a simple 
appendectomy. Immediately following the operation the patient went into 
shock, having a fast pulse, subnormal temperature and profuse sweating 
which appeared to be a circulatory collapse. With proper treatment, 
infusions and transfusions the patient reacted well, but on the third day 
she began to complain of pain in both lower and upper extremities. 
Opiates were necessary to relieve her. On the tenth day she began to 
develop a flaccid paralysis of all extremities and the following day there 
was a@ complete absence of all reflexes. During this time the patient 
did not have a temperature of over 100 F. The spinal fluid was normal. 
The patient lost no tactile sensations at any time. For several weeks 
following this the patient’s paralysis progressed to the point where she 
had no use of her extremities, and she has remained in this condition 
up to the present. Consultants were called in at the time of her illness, 
and a diagnosis was made of poliomyelitis. About two weeks ago | 
performed an appendectomy on o man aged 64 who had acute appendicitis. 
He was given the same type of spinal anesthesia, 150 mg. of procaine 
crystals being used. The operation consumed about thirty minutes, and 
the patient was returned to his room in perfect condition. This patient's 
convalescence was uneventful while in the hospital and he walked out of 
the hospital on the sixth doy. On the seventh day | was called to his 
home to see him because he was unable to rise from the dinner table. He 
stated that he had no difficu'ty on walking to the table, but on arising he 
was unstable and had very little control of his lower extremities; he was 
assisted back to his bed. Examination revealed the blood pressure to be 
180, 50 points above his normal blood pressure; the pulse rate was 80. 
The patient stated that he felt fine with the exception of a slight headache 
that morning and the fact that he was now unable to use his legs. His 
reflexes were entirely absent, but all tactile sensations were present. The 
following morning the pains in his legs became excruciating, and the 
paralysis involved his upper extremities. Opiates were necessary to relieve 
his pain. The patient continued in this condition for four days, and then 
his pulse became rapid and his temperature rose to 104 F. He complained 
of dyspnea, and he died within a few hours. Spinal fluid examination the 
day before was negative. The patient at no time lost control of his 
bladder. A consultant was called in and a diagnosis of poliomyelitis was 
made on this patient. These cases were almost parallel in their progress 
except for the fact that the former patient did not die. It is hard for me 
to reconcile a diagnosis of poliomyelitis in these cases dnd | should like 
to know whether a spinal anesthetic could in any way produce the 
pictures described. If so, how? M.D., Texas. 


ANSWER.—The 2 cases described pose many interesting ques- 
tions. The only way in which the patients could have had 
poliomyelitis would be that they had it before their spinal anes- 
thesia was started. Frequently infections of the central nervous 
system have at the onset abdominal pain as one of their symp- 
toms. It is more probable that the symptoms in the first patient 
may have developed because of the spinal anesthesia. The 
anesthetic drug used may have reached the medulla oblongata 
and produced respiratory and circulatory collapse. Following 
resuscitation brachial and lumbosacral radiculitis may have then 
developed, which resulted in a flaccid paralysis without sensory 
loss. Although this is a very rare complication now—if it ever 
occurs—it was seen on occasions early in the use of spinal anes- 
thesia. This type of reaction was due in all probability to the 
chemotoxic properties of the drug and possibly to defects in the 
technical administration. The second case is, on the other hand, 
more difficult to explain because of the late onset. Certainly a 


virus disease of the central nervous system or a cerebrospinal 
vascular lesion could have resulted in paralysis and death. 
However, it is more likely that the spinal anesthetic either in 
the form of a chemotoxic reaction or an irritation of preexist- 
ing cerebrospinal disease was the cause of death. The cases 
described are rare and certainly do not appear to be poliomye- 
litis—especially with negative spinal fluids. 
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